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FORGING AHEAD 


E ARE forging ahead. According 

to actual figures, more than 10,000 
individual members gave their backing 
and financial support to the National 
Organization for Public Health Nursing 
in 1938. 

This is a very substantial factor in 
making it possible for the N.O.P.H.N. 
as a national organization to take the 
leadership in developing policies and 
standards for public health nursing, to 
interpret the goals of public health nurs- 
ing to the general public, and to make 
available data on current developments. 

Our present program should be ex- 
tended. More service in certain special 
fields—such as industrial, orthopedic, 
and school nursing—is needed. A 
manual for orthopedic nursing is in 
demand. And a study to find a method 
of measuring success or accomplishment 
in public health nursing would answer 
questions which are constantly brought 
before us for discussion. 

Twenty thousand members would 
double our strength and make these 
things possible. If each member will 
find just one new member, it can be 
done. 

The members of the N.O.P.H.N. have 
a mutual need. Our interest and sup- 
port as individuals sharing our experi- 
ence and problems give to the 
N.O.P.H.N. that accumulated experi- 
ence which it in turn gives back to us. 

To the nurse working alone, strug- 
gling to develop the best possible type 
of Feblic health nursing, it is a source 
of great strength to have the guidance, 


thinking, and experience of many others 
to rely upon. This is what is meant by 
leadership in policies and standards. To 
have the goals of public health nursing 
generally understood helps each one of 
us to work with greater assurance of 
progress and constructive effort. Alone, 
the task seems overpowering. Together, 
it is possible. 

In addition to the personal gain from 
united effort, there are other services 
which each of us enjoys. It is a great 
comfort to know that when we have a 
professional problem—even one of a 
somewhat personal nature—we may go 
to the N.O.P.H.N. and receive individual 
attention and help. Moreover, the mag- 
azine keeps us informed about new un- 
dertakings and developments in public 
health nursing. Reprints are available 
to members free of charge. Books may 
be borrowed from The National Health 
Library, and we may use the loan folders 
available on many subjects. 

Let us make 1939 a banner year. Let 
each member act as a committee of one 
to assist her State Membership represen- 
tatives who give so unsparingly of their 
time, and to whom we give credit for 
building the largest membership we 
have ever had. 

Let us forge ahead. Let us build an 
organization strong and sure of necessary 
support, to meet more adequately than 
ever before the needs of individual nurses 
and communities and the general prob- 
lem of public health nursing. 


AMELIA GRANT, Chairman 
National Membership Committee 


{ 


PUBLIC HEALTH NURSING 


Vol. 31 


SOCIAL CASE WORK IN THE NURSE’S PREPARATION 


gen THE ESTABLISHMENT Of the first 
postgraduate course in public health 
nursing in 1910, an important place in 
the program of study has been allotted 
to theory and field experience in social 
case work. 

During these years changes have been 
rapidly taking place both in the field of 
public health nursing and that of social 
case work. It is natural, therefore, that 
certain shifts in emphasis should have 
occurred in the objectives and content of 
the field experience in social case work 
for public health nurses. 

In 1932, the Education Committee of 
the National Organization for Public 
Health Nursing said in effect: ‘This is 
what we think we want the student to 
get from her case-work experience”: 


Some idea of the philosophy of social case 
work translated into action. 

Some idea of the broad social and economic 
issues underlying society as seen in operation 
in the district. 

An appreciation of the importance of treat- 
ment through individual adjustment and fam- 
ily rehabilitation. 

Better appreciation of the art of inter- 
viewing. 

An idea of the use of family case work 
agencies. 


To gain these objectives, the students 
were assigned to work and observe for a 
period of time in a social case work 
agency, participating in its activities and 
learning its methods and techniques. 

In 1937, a committee of the National 
Organization for Public Health Nursing 
sent questionnaires to all universities 
conducting public health programs, as 
a step in determining what the socio- 
logical content of the program should 
be. 

The 1937 version of what the public 
health nurse needs, as indicated by these 
questionnaires, emphasizes the follow- 
ing: 

1. An awareness of and ability to interpret 
the social needs of the family and community. 


2. Such concepts as the following applied to 
public health nursing: the recognition of the 
family as a basic unit of society; the responsi- 
bility of the community for the individual; the 
development of the individual personality as a 
fundamental principle of guidance; an aware- 
ness of individual differences in abilities and 
needs; and a willingness to allow the indi- 
vidual and family to work out their own 
plans with guidance. 

3. Sufficient knowledge and appreciation of 
the function of social case work and the point 
of view of the social case worker to aid in 
establishing interagency relationships desirable 
for the welfare of the family. 


4. An understanding of the various aspects 
of human behavior and human relationships. 


5. A knowledge of resources to meet family 
needs. 


It was evident from the findings of 
the questionnaires that the emphasis has 
shifted from the desire for a knowledge 
and appreciation of social case work 
techniques as expressed in 1932 to the 
hope for an application of the philosophy 
and principles of social case work 
throughout the practice of public health 
nursing. 

An account of how one university has 
experimented with a plan to integrate 
the social case work experience with that 
obtained in the public health nursing 
agency appears on page 16. Other 
universities are trying similar plans. Re- 
sults indicate that the student can be 
given the necessary social case work 
background in her public health nursing 
experience when corsultation service 
from qualified social workers is avail- 
able and when the supervisors in the 
public health nursing agency have an 
adequate background in the case-work 
field. Through supervised experience in 
handling the problems presented by her 
daily cases and through a study of the 
social factors involved, the student can 
be helped to understand and to develop 
a skill in handling such problems as 
come within the province of the paAblic 
health nurse. V. J. 


Cerebral Palsy 


By WINTHROP MORGAN PHELPS, M.D. 


Cerebral palsy includes a group of conditions which in 
the past have been much neglected. Intelligent treatment 
of these children often brings very gratifying results 


EREBRAL PALSY is the most 
inclusive term used to designate all 


those conditions affecting muscle 
control resulting from injury, disease, 
or malformation of some part of the 
brain. It includes birth injury, spas- 
ticity, athetosis, tremors, incodrdination, 
and all conditions of that type. The 
spastic child is a particular subdivision 
of this group. There are three important 
factor’ to be determined before deciding 
whether cases should be treated. The 
decision will depend on (1) whether the 
condition is static or fixed and cannot 
become worse, or whether it is likely to 
progress downhill (2) what is the un- 
derlying mental status of the patient (3) 
what is the degree of handicap. 

Of course, if the condition is becoming 
progressively worse, or if the patient is 
truly feebleminded, it would be a waste 
of time to consider treatment. However, 
it is very easy to make a wrong deter- 
mination in regard to both of these fac- 
tors. The degree of handicap is easier to 
determine. 


FEW CASES PROGRESS DOWNHILL 


It may be said that there are very few 
of these cases which show downhill prog- 
ress. If the condition is due to birth 
injury or to a malformation of some part 
of the brain, there is no change later, 
since the injury is healed and the inter- 
ference with use is simply due to a 
scarring in the nerve tissue. The only 
factor which may cause deterioration in 
these cases is the presence of epilepsy. 

The only type of cerebral palsy which 
is progressive is that which results from 


encephalitis and even this is only pro- 
gressive in certain forms of the disease. 
Thus, it is found that when encephalitis 
follows measles, whooping cough, pneu- 
monia, or some such clearly defined dis- 
ease, it is not usually progressive after 
the acute stage is passed. It is in the so- 
called epidemic form of encephalitis that 
the progressive downhill cases are seen. 
Since this type of the disease only ac- 
counts for a small number of the cases, 
the progressive downhill course is very 
rare, 


MENTAL DEFECT HARD TO DETERMINE 


The second factor, mental deficiency, 
is much more difficult to determine. The 
various tests given to normal children to 
determine their mental age depend on an 
intact response mechanism. Since all 
response, even such as smiling or nodding 
the head, depends on contraction of some 
muscles, it is obvious that when the 
motor system is affected response will be 
affected, and the results will be inaccu- 
rate. The general appearance of the 
child is about as inconclusive as anything 
can be. If involuntary motions are tak- 
ing place in the face so that grimacing 
and contortions of the face are seen, it is 
easy to draw wrong conclusions. Usually 
a child with this type of involvement is 
more disturbed by the spectacle he makes 
of himself than are those who look at 
him. If the child has spasticity of the 
facial muscles so that any response is 
slow, he will appear to be wearing a 
mask; and his response to a smile will 
be so slow that it will come too late to 
be remembered as a response. 
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Of course, the more gross responses to 
commands are more easily understood. 
If a child has obviously crippled legs, it 
is no surprise if when given a command 
to walk he remains seated. This is not 
to be taken as an evidence of mentality 
defect. It is very important, therefore, 
for the examiner to have made a thor- 
ough study of the child’s entire motor 
system before making a definite or final 
decision in the matter of mentality. 

Speech also is a motor response, and 
speech lack is a difficulty which consti- 
tutes a grave obstacle to accurate testing. 
In the deaf-and-dumb child, the absence 
of speech is allowed for, and the sign 
language which takes its place can be 
utilized as a satisfactory substitute. In 
the cerebral palsies, however, if the arm 
control is affected in such a way that 
only the grossest signs can be made, the 
dangers of misinterpretation of response 
are great. The deaf-and-dumb child and 
the blind child fall into definite cate- 
gories and these children run sufficiently 
true to form to permit the development 
of special methods of testing which will 
give accurate results. The cerebral- 
palsied child on the other hand shows 
such a wide variation of individual dif- 
ferences that no standardized methods 
have been set up and probably none can 
be. The error in results is thus placed 
very high because of the individual dif- 
ferences in the children as well as in the 
examiners. 


APPEARANCES DECEPTIVE 


Some of these children show involve-. 


ment of certain groups of muscles which 
gives them, at first sight, the appearance 
of great lack of emotional control. As 
has been pointed out, any muscles may 
be involved, and the particular grouping 
involving the diaphragm (used in sob- 
bing and laughing) and the facial 
muscles of expression can produce effects 
which are very misleading. Of course, 
the difficulties are due to the fact that 
some of these children may have true 
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emotional instability. They are cer- 
tainly not less prone to such disturbance 
than normal individuals and may per- 
haps be more so. However, the idea that 
they are definitely more given to this 
type of upset has developed mainly from 
the fact that they have been judged 
superficially and without the knowledge 
that the emotional-response mechanism 
can be affected without any true under- 
lying emotional-feeling changes. 

The usual method of stimulation 
of emotional-response mechanism 
through the stimulation of emotional- 
feeling mechanism by some outside 
shock: the emotional-response mechan- 
ism (such as crying or laughing) follows 
the feeling (sadness or joy) of the emo- 
tion. In these children, however, the 
reverse action may take place: when the 
response mechanism has been set off, the 
feeling associated with it may develop. 
Thus, a loud noise may set off the 
response mechanism of crying, and the 
child may begin to feel a degree of fear. 
This will in turn keep up the response— 


Ke crying—longer than if the feeling— 


e fear—were not aroused. Emotional 
stimulation will also produce a maximal 
response in these children since with a 
disturbance of the mechanism, even very 
small emotional stimuli will start the 
response, which will then build up. 

It may be seen, therefore, than an at- 
tempt to determine from the emotional 
response whether the child is emotionally 
stable or unstable will give very inaccu- 
rate results. A purely mechanical study 
of the motor mechanism to determine 
what muscles are hyperirritable on direct 
stimulation will give the only true an- 
swer. 

This can best be done by testing the 
suspected muscles in more than one of 
their functions. For example, if the 
diaphragm of a patient who shows signs 
of excessive laughing is being studied it 
must be remembered that this organ 
functions in breathing, speech, sobbing, 
and straining (at stool), as well as in 
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laughing. If the difficulty is to be classed 
as motor-response disturbance rather 
than emotional-feeling disturbance the 
diaphragm must show a_ hyperactive 
response in all these functions. The 
organ must be tested in its nonemotional 
functions as well as its emotional func- 
tions. 

A child may at first sight appear to be 
only very slightly handicapped, but the 
particular combination of small handi- 
caps may result in a very confusing 
response to mental testing. On the 
other hand a child with a rather extreme 
degree of handicap may have little or no 
actual interference with the motor con- 
trol involved in response to the testing. 
It is the necessity for distinguishing be- 
tween children with an involvement of 
mental response and children with im- 
pared mental equipment which makes 
this phase of the study of cerebral palsy 
important. Of course, there are marginal 
cases in whom it is impossible to deter- 
mine the difference. This may be due 


to the degree of handicap but it is more 
likely because of the distribution of the 
handicap in the body. 


DEGREE OF HANDICAP 


After it has been decided that treat- 
ment is worth while because the condi- 
tion is static and the mentality high 
enough, it should be determined whether 
the degree and distribution of the handi- 
cap are such that treatment will be 
effective within a reasonable length of 
time. The following examples will show 
some of the factors to be considered: 

In the case of a child who has a very 
marked involvement—including arms, 
legs, trunk, and speech—so that he is 
entirely helpless, obviously the first and 
most important requisite is that he be 
able to speak. If he has a special form 
of sign language understood only by his 
parents, he would be in a very serious 
position if they were killed in an acci- 
dent. This occurrence is definitely with- 
in the realm of possibility. Therefore, 
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although this child may seem so badly 
handicapped as not to be worth working 
with, his need for the ability to speak is 
more important than is the need for 
many other corrective measures in less 
handicapped individuals. 

Another instance would be the child 
with normal speech, but useless arms and 
legs. In this case, walking would be of 
secondary importance to gaining use of 
the arms. For if this child could learn 
to dress and undress, feed himself, move 
from the bed to the chair or toilet, and 
wheel his chair, he would not require 
constant care. If in addition he had a 
method—any method—of negotiating 
stairs, even sitting down, he would elim- 
inate the great fear of fire which so many 
helpless individuals have. Even if walk- 
ing is contemplated eventually, arm 
training is an essential prerequisite be- 
cause many patients who are learning to 
walk must go through a crutch stage and 
the use of the arms for crutches requires 
a definite degree of skill. 

Too much stress is usually placed on 
the act of walking in the handicapped. 
It is, to be sure, very desirable, and the 
child who has been taught to walk always 
presents the most spectacular picture. 
But as can be seen, it is unquestionably 
of less importance than speech and good 
arm-function. Longhand writing is also 
less important than these two functions. 
Of course, a signature of some sort is 
necessary for legal purposes; but the 
typewriter is now practically within the 
reach of all and is being increasingly 
used even by normal children for most of 
the writing they do. 

Thus, it must be determined what 
part of the handicap is to be considered 
most important as the rehabilitation pro- 
ceeds. In the Children’s Rehabilitation 
Institute in Baltimore, five children who 
had never walked before were taught 
to walk during the past year. Two 
of these were seventeen-year-old girls 
who had never previously walked. This 
achievement, however, was actually of 


| | 
| 
| 
| 


6 PUBLIC HEALTH NURSING 


less value to these patients than many 
other things they had learned to do. 


NATURE OF MUSCLE DIFFICULTY 


In the consideration of treatment the 
first thing to be determined is the nature 
of the muscle difficulty. Each patient 
must be carefully studied to determine 
this as exactly as possible. The muscles 
may show weakened power of contrac- 
tion, decreased tone, and decreased irri- 
tability on stimulation. This is the es- 
sential picture seen in the flaccid paral- 
yses, such as poliomyelitis. The muscles 
may on the other hand show increased 
tone and increased irritability. This is 
characteristic of spasticity. A third type 
of disturbance of the muscles is lack of 
control, brought about by involuntary 
motion or motion taking place without 
the will of the patient. This type of dis- 
turbance is characteristic of athetosis. 
It is also characteristic of many of the 
tremors. The fourth kind of disturbance 
is loss of control due to loss of muscle 


and joint sensation so that the patient 
cannot steer the arm or leg correctly ex- 


cept by watching it. This is character- 
istic of ataxia. 

Of course, there are normal changes 
seen in muscles such as increased control 
or increased strength, and these are the 
results of practice in exercises. But the 
four conditions mentioned are the re- 
sults of malformation, disease, or in- 
jury—usually and most frequently, of 
the central nervous system. It can be 
seen that the conditions described are 
very different from each other, and that 
they require four separate and distinct 
methods of treatment. 

The treatment of the first type of 
muscle disturbance mentioned, that 
which is characteristic of flaccid paral- 
ysis, is a thoroughly worked-out pro- 
gram, and is described in connection 
with the treatment of poliomyelitis. It 
will not be dealt with in this discussion. 

The fourth type mentioned, the 
ataxias, is relatively rare and there is 
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little known as yet about specific treat- 
ment for them. 

The second and third groups, spas- 
ticity and athetosis, are, however, fairly 
common, and it is the treatment of these 
two conditions that will be discussed. It 
must be emphasized that they are two 
separate conditions which are entirely 
different—just as different as the other 
two groups—poliomyelitis and ataxia. 
Spasticity and athetosis in the past have 
been confused by the terminology, the 
spastic being considered as a single group 
including both conditions. Obviously no 
single set of treatment rules to cover both 
conditions can bring about satisfactory 
results. 

“The treatment of the spastic child” 
has been used over and over again as a 
title and the confusion of the resultant 
picture has been most unfortunate. In 
this article, the treatment of spasticity 
and athetosis (or involuntary motion) 
will be discussed separately. 

It is not always easy to distinguish 
between the two conditions. The spastic, 
by overflow motions, may produce what 
looks like athetosis; the athetoid, by 
habitual tension, may appear to be 
spastic. Careful, prolonged study will 
finally show to which category the indi- 
vidual patient belongs. 


TREATMENT OF SPASTICITY 


The treatment of spasticity is gov- 
erned by its characteristics. The chief 
of these is hyperirritability or hyper- 
tonus—a stiffness brought on by at- 
tempted motion eithe~ on the part of the 
patient himself or by anyone trying to 
move him. This results in a very slow, 
laborious type of motion, and the amount 
of effort made by the patient is out of 
all proportion to the resulting motion. 
A careful muscle examination must be 
done and the spastic muscles charted to 
determine the balance of power in the 
joints. Some of the nonspastic muscles 
have become so weak that they have 
little or no apparent power left in them, 
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and their spastic opponents as a result 
pull the arm or leg into a very distorted 
position. If this has persisted for years, 
actual deformities are seen. It is neces- 
sary in the treatment of these cases to 
pay as much attention to weakened an- 
tagonists of the spastic muscles as to the 
spastic ones themselves. They must be 
guarded from further strain, massaged 
(since they are not spastic), and pro- 
tected by splints at night at least. A 
definite course of protection and care- 
fully graded strengthening exercises must 
be given to them, to build them up and 
give them power to fight the spasticity 
in their opponents. 

Meanwhile, the attention given to the 
spastic muscles themselves is entirely of 
a different type. If there are true con- 
tractures these must be carefully consid- 
ered. In the past it was customary 


simply to cut or tenotomize them in 
order to get rid of their pulls. However, 
this does not produce the desired result, 
because some power is needed to perform 


the motion. In muscles where there is 
a multiple nerve supply, some of the 
branches can be cut, thus reducing the 
pull by reducing the power. In other 
instances, the shortened tendons can be 
lengthened; but this is much more diffi- 
cult in a spastic muscle than in ordinary 
contractures, since the ends may pull 
apart due to the spasticity. Transplan- 
tation of the muscle origins to a less 
powerful pulling position is sometimes 
effective. And occasionally transplanta- 
tion of the tendonous ends, so that the 
function will be changed, may be tried. 

If on the other hand, the muscle is not 
contracted, but is simply too powerful, 
some of these surgical procedures are 
very effective. But—and this should be 
emphasized—the operations must only 
be done (1) after a period of training of 
the normal muscles (2) only after the 
exact condition of the antagonists has 
been carefully determined. In this way, 
good results will be obtained by the 
operations. 
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In many instances, no operations are 
necessary. It has been found that by 
repetition and training, motions can be 
taught so that they will become auto- 
matic and the great struggle and effort 
previously put forth will disappear. 
Many spastics can learn to move easily 
by training alone, if the spasticity is not 
of too high a degree. This is especially 
true if training is started very early in 
babyhood or early childhood. At this 
age the training has to be carried out by 
conditioning each motion to a rhyme or 
count. Much of the difficulty of un- 
learning of bad habits of use will thus be 
avoided and the outlook in the long run 
is better. It is never wise to use sur- 
gical measures until a rather long period 
of training has been given and until it is 
obvious that further improvement is 
blocked by some imbalance that only 
surgery can remove. 


TREATMENT OF ATHETOSIS 


The treatment of athetosis or involun- 
tary motion is entirely different. Here 
the characteristic is not primarily the 
stiff type of individual but rather one 
who shows more or less constant mo- 
tions of various parts of the body. In 
the young athetoid whose condition is of 
moderate severity, the arms, neck, head, 
and legs are waved and thrown about 
freely. The child is rather loose in the 
joints and appears to be flexible and 
relaxed. As he grows older he begins 
to try to prevent the motions by tension, 
and hopes by this method of voluntary 
tightening to hold himself still. This 
tension becomes habitual, so that at 
times it is so great that the patient 
strongly resembles the spastic with his 
stiffness. It is the presence of this ten- 
sion which confuses the picture of the 
two conditions. Athetosis is distin- 
guished from spasticity by finding, upon 
examination, that involuntary motion is 
present when the patient is making no 
effort to move and that these motions 
are not automatically blocked as they 
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would be if true spasticity were present. 

Even in the young athetoid this ten- 
sion is present. As has been stated, 
these patients look flexible and relaxed. 
But the relaxation is only apparent, 
since when they are taught real relaxa- 
tion the motions can be greatly dimin- 
ished. 

Relaxation, then, is the fundamental 
principle of treatment in athetosis. Of 
course, it is important for the spastic to 
learn to relax also as it will help him to 
gain ease of motion; but it is not funda- 
mental to the treatment of spasticity. 
The athetoid motions stop completely in 
sleep, and the greater the degree of true 
relaxation that can be taught, the more 
nearly will the athetoid become quiet. 
It is useless simply to direct an athetoid 
to keep still; he will automatically resort 
to tension to produce the results, and it 
is relaxation, the opposite of tension, 
which will quiet him. 

The relaxation must if possible be 
given first to some part of the body not 
involved in the athetosis. It is difficult 
to teach many normal people sponta- 
neous relaxation and the task is doubly 
difficult in the athetoid. The trainer 
must have had considerable experience 
in this technique in order to apply it 
satisfactorily. A muscle examination 
must therefore precede treatment in the 
athetoid also, in order to know the dis- 
tribution of this involuntary motion 
throughout the body. When the tech- 
nique has been learned by the patient 
he must learn to maintain it for longer 
and longer periods until it becomes 
habitual in place of the habit of tension. 

At this stage the athetoid is taught 
motion from the relaxed position. This 
really consists in putting back in the 
muscles which enter into a particular 
motion only enough tension to perform 
the motion, while relaxation is main- 
tained in all the rest of the body. It 
must be taught very gradually and with- 
out effort, and all tendencies to tension 
must be carefully watched for. Of course, 
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it is taught in the recumbent position, 
and only when a thorough understand- 
ing of the mechanics is learned can it be 
utilized sitting or standing. A great 
deal can be accomplished in this way by 
the highly experienced technician. The 
teaching requires much patience. 

Surgery is of very little use in athe- 
tosis. Operative measures have beer 
tried; but they are found to result only 
in shifting of the involuntary motion to 
other muscles, so that the results often 
are worse than if surgery had not been 
used. In very bad athetosis, however, 
some definite changes can be produced 
by section of the lateral columns of the 
cord as recommended by Putnam. This 
results in a diminution or absence of the 
involuntary motions and thus makes the 
patient more comfortable, but it does 
not give any particularly increased abil- 
ity to use the extremities. It transforms 
the patient to a quieter type, and seems 
to be advisable only in extreme degrees 
of the condition. 

In considering a normal child, it is 
obvious that as the child grows older, 
increasing degrees of skill become avail- 
able. The type of play and games of a 
three-year-old are entirely different from 
those of a ten-year-old. With the de- 
velopment of this skill, the interest in 
skilled activity is also developed. Thus 
it would not be advisable to attempt to 
teach a child of two years to do em- 
broidery, but the child of nine or ten 
can definitely be interested in such an 
activity. In the handicapped child, the 
same development of fundamental skills 
underlies the handicap, and this must 
be borne in mind in the type of exercises 
and training which is given. The normal 
age for walking lies somewhere between 
one and two years, and the majority of 
children do not learn to feed themselves 
until they are over two. Therefore, 
normal activities would not be taught to 
the handicapped child until he has at- - 
tained the age when they would be nor- 
mally developed. 
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This applies also to the education, for 
through a study of education methods, 
teachers have found that there is an 
ideal age for beginning the teaching of 
various school subjects. History and 
geography are started at a different time 
from civics, for example. There is an 
underlying relationship between the ages 
of development of skills in the use of 
the arms and legs, and the development 
of reasoning power and understanding— 
a relationship which is not obvious, but 
which makes it necessary to see that the 
physical retraining and mental educa- 
tion of these children run along parallel 
lines to obtain the best results. 

It can therefore be seen that a codp- 
erative program including the therapists 
(both physical and occupational) and 
the teachers is necessary. To this group 
must be added the family physician and 
the pediatrician who is in charge of the 
child, both of whom are thoroughly 
familiar with the family set-up as well as 
the various types of personalities with 
whom the child will come in contact. 
When necessary, in addition to the or- 
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thopedist directing the condition, psy- 
chologists, psychiatrists, and others must 
be consulted, since it is impossible for 
any one individual to have sufficient 
knowledge in all fields and all circum- 
stances surrounding the patient to con- 
duct the entire program. 

In a short survey such as this, it is 
impossible to give more than the briefest 
outline of the conditions met with in 
cerebral palsy. It is a group of condi- 
tions which in the past has been much 
neglected. False ideas both of the un- 
derlying mentality of these patients and 
the effectiveness of intelligent treatment 
have blocked interest in the conditions 
until the last few years. More and more 
is being done for these children and the 
outlook for a great many of them is very 
hopeful. Intelligent handling of the 
problem and greater knowledge of the 
types and methods will bring about very 
gratifying results. 


Note: An article on the nurse’s functions in 
the care and rehabilitation of cerebral palsy 
patients will be published in the February issue. 


TEACHING THE CHILD SELF-RELIANCE 


ILL’S TOILET TRAINING, at 
three years, was still lamentably in- 
complete. He always told me when he 
wanted to go to the bathroom, but the 
standard little-boy suits with all the 
waistband buttons take so long to undo 
that he usually had to be changed any- 
way. Despairing of teaching him to tell 
me before the last possible minute, | 
bought him some cotton jersey suits with 
elastic-back shorts. This solved the 
training problem completely, because 
they were so quick and simple to let 
down that he immediately learned to go 
when he needed to, with no help from 

me. And was he proud of himself! 
Mrs. H. P., TENNESSEE 


FTER BEARING up under the 
perennial problem—‘Can’t I wear 


ankle socks yet?’’—and all of the re- 
lated discussions about thin underwear, 
rubbers, umbrellas, and so forth, for 
several years, I finally placed the full 
responsibility on my daughter herself, 
then seven. I met every plea with, “It’s 
up to you. Use your own judgment.” 
There were no very terrible results, but 
Jean soon turned to me for guidance, 
finding the job of making a decision 
more arduous than she had imagined. 
Now when anything of the sort is to be 
settled she either does use her judgment, 
which at twelve is becoming pretty good, 
or asks my opinion and is more likely 
than not to abide by it. 

Mrs. H. MacD., MAssAcHUSETTS 


—From “How Other Parents Are Handling 
Childhood Problems,” Parents’ Maga- 
zine, May 1938. 


The Volunteer Looks at the Professional 


By VIRGINIA HOWLETT 


These illuminating glimpses into the lay person’s view- 
point regarding his partnership with the social worker 
can be applied to the public health nursing field as well 


URING SIX YEARS as super- 
D visor in a_ private case-work 

agency and one year as a super- 
visor in a public relief agency, I have 
given much thought to the subject of the 
use of volunteers. During all those 
years there were a number of volunteers 
on my staff. In addition, there were dis- 
trict committees, boards, and always the 
public. In a previous experience as 
director of a small settlement house, I 
had been initiated in the direction of 
volunteers, having forty volunteers on a 
staff which included only five profes- 
sional persons. During these years | 
was not only working out my own rela- 
tionship to these laymen but also con- 
sidering the problem of training and 
directing my staff in working with vol- 
unteers. 

And then three years ago I found my- 
self on the other side of the fence. I 
was now employed by an organization 
made up exclusively of laymen—a group 
committed to a program of volunteer 
service. Because I was identified with 
them I received from them and other 
lay groups a frank picture of the reac- 
tion of laymen to this joint venture of 
professional workers and laymen. I re- 
ceived at times a surprising picture of 
myself and my group of social workers— 
one which had never been presented so 
clearly to me before. From time to time 
I have shared this picture with fellow 
social workers. They have not always 
accepted it. Sometimes it has been hard 
not to be on the defensive about the 
criticisms that laymen make of us. 
Sometimes we know so well the causes 


that lie behind these criticisms. Some- 
times I am afraid we have not taken 
time or trouble to think it through. 

This discussion will present particu- 
larly the lay point of view, since I shall 
serve as spokesman for a group of vol- 
unteers, board members, and public who 
may be too polite to say directly to pro- 
fessional workers the things they say 
to me. I shall make no attempt to de- 
fend any viewpoint expressed. Perhaps 
this discussion will have value if it 
serves to make us think this through for 
ourselves. 

Because of the desire to present a 
true lay point of view, I did not trust 
only to my memory of all the bits I 
have gathered. This letter was sent to 
seventeen laymen: 


Many times as I've discussed volunteer ser- 
vice, professional service, board membership, 
et cetera, with Junior League groups I have 
wished some of my friends among profes- 
sional social workers could be little mice, 
listening without being seen or heard. Now 
here is our chance to present some of your 
points of view to this group. This meeting is 


- a part of the program of the section on case 


work and I imagine it will be attended largely 
by professional social workers. I have been 
asked to do this because I am identified with 
the lay group—because I am your spokesman, 
so to speak, and at the same time a social 
worker. 


The laymen who received this letter 
represent every section of the country 
from New England to Arizona—from 
Wisconsin to Florida. They represent 
large cities with adequate social services 
and small cities with poorly equipped 
agencies. They were selected because I 
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knew they had given serious thought to 
our subject. They represent volunteers, 
board members, and committee mem- 
bers. They are all women and are in 
an age-group from 21 to 45 years. Many 
of the replies express in different 
words the same points of view. They 
cover a wide range from really basic 
relationships to small details which 
sometimes loom as very important. It 
is impossible to classify these expres- 
sions in neat categories. Let us reach 
into the mail bag together and see what 
we have. 

Apparently there is a decided feeling 
that this serious responsibility for the 
welfare of our communities belongs to 
all—not to one group: 


We must understand and estimate what we 
owe ... to the community and in that un- 
derstanding train ourselves to the height of 
our capabilities. As board members we must 
be the interpreters between lay and _ profes- 
sional groups, able to view both sides. Our 
learning is never done. . . . I wish the profes- 
sional would see that this is 1938 and that the 
volunteer is no longer a babe-in-arms but 
rather a comrade-in-arms. 


Often problems are met in a way laymen 
cannot understand. But if the case-worker 
will explain this to the laymen and will take 
the public into her confidence they will be 
made to feel the problems are theirs and the 
agency theirs. The worker will have a public 
that will not merely hope things will be better 
but that will act so that they will be better. 

Social workers should stop telling volun- 
teers it is a privilege to serve and convince 
them that they are necessary. 


There is an often-repeated feeling that 
while agencies seem to have largely ac- 
cepted the fact that they must “have 
volunteers” there has been no clear de- 
fining of relationships and function and 
no planned training for these lay groups. 
One person speaks of being “thrown 
cold at the job.” To quote further: 


REGULAR TRAINING NEEDED 


The most important thing in volunteer work 
is good and adequate supervision. Supervisors 
should have genuine confidence in the possi- 
bilities of volunteer work. Supervision of vol- 


THE VOLUNTEER SPEAKS 11 


unteers should be part of the regular profes- 
sional duties,. not something extra to be 
squeezed in. The attitude of the staff member 
toward the volunteer worker should be the 
same as her attitude toward another profes- 
sional worker—neither “toadying” nor be- 
littling. 

We wish to be treated as equals. We do not 
mean we are equal in training, but in our own 
field of usefulness and with our own particu- 
lar type of training we are ready. The nurses 
during the World War were not firing the 
guns but they were held in as much respect 
for faithfulness in their line of duty as the 
soldier in his. 

Sometimes the professional gives her time 
to Susie Zilch, volunteer, because Grandmother 
Zilch is very wealthy and may leave money. 
No one blames an agency for craving a legacy, 
but it is about time they realized that Grand- 
mother Zilch and Susie aren’t so dumb as they 
look. They know whether they were chosen 
for a board or committee because of brain, 
brawn, or pocketbook. The pocketbook soon 
tires of its continual use while the brain is 
begging for a chance. 


RELATIONSHIP TO PROFESSIONALS 


Another pleads for a “natural rela- 
tionship” between professionals and lay- 
men. She thinks “sometimes we get so 
wrapped up in our own little personal 
connection with an agency, we have a 
hard time seeing over the tight shell of 
that agency.” And she adds: “I do dis- 
like being made to feel like a fifth wheel 
on a wagon, as if I were impeding 
progress by taking someone’s valuable 
time, rather than helping.” She con- 
tinues: 


The second kind of worker—that is, the 
“gushy” type—is woyse than the first. I have 
reference to an agen@& in which I am sincerely 
interested. When I go there and ask for the 
director, I am shown in immediately, come 
what may, and all of the staff go out of their 
way to do this and that for me. Being really 
an unimportant person, it embarrasses me and 
I have gotten so I hesitate to stop in as I 
would !‘ke to. However, I am glad to say 
there are organizations that have achieved the 
happy medium. I have done work at a hos- 
pital where everyone from the superintendent 
to the maids treats me with respect and at the 
same time as an ordinary individual doing 
her job. 


It seems to be accepted by both lay 
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and professional people that an impor- 
tant function of the volunteer is that of 
interpretation. I heard a very inter- 
ested and active layman say recently 
that she wished social workers would 
not so often tell the volunteer that that 
was her function. She believed that 
volunteers who saw work well done 
could not help being interpreters. 


Granted that the volunteer is the best means 
of interpretation the agency has, it would be 
time well spent for the staff member to ex- 
plain more fully to the volunteer the relation- 
ship of her agency and her work to the other 
community agencies and to show how she uses 
other agencies in solving her problems. 


I feel only a volunteer can be really close 
to what the agency is doing. 


Another says: 


An interpretation of case work ought to be 
given the broadest scope possible; perhaps 
pointing out the view of community welfare 
as a whole, then the general remedial plan, 
then the immediate problem under discussion. 
Show the volunteer where her work fits in or 
where the necessity to rouse public opinion 
lies. Don’t generalize. Case-workers are so 
steeped in the situation that it is difficult for 
them to realize how greatly they overestimate 
the awareness of the listener. It takes much 
patience to explain to the lay mind; but until 
a thing is genuinely understood, continued in- 
terest is problematical and the grave danger 
of misquoting is a distinct menace. 


On the subject of the interpretation 
which the social worker gives the lay- 
men, there are two or three other con- 
tributions that are helpful. 


Remember that a volunteer is nearly always 
uninformed on any welfare project except the 
one she is working on at the moment. For 
instance, don’t refer to COS, Legal Aid, et 
cetera, without explaining what they are and 
how they relate to what you are discussing. 


The average lay person is fascinated with 
the present trend of social work and is eager 


to know more about it and have a part in its - 


progress. But unless he is exposed to knowl- 


edge he doesn’t get it and unless his attention - 


is caught by something on his own level he 
doesn’t delve further. If the social worker 
tries to impress a person with her superior 
knowledge and “talks down,” it leaves the 
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person cold. If on the other hand, she starts 
out by catching the lay attention with lay 
language and lay thinking and gradually 
brings him along until he grasps the more 
technical side, she has really sown a seed that 
will bear fruit. 


The writer continues by contrasting 
two social workers with whom she has 
worked. One of them told her constant- 
ly about what she had done, until the 
small job of the volunteer faded to in- 
significance. The other gave good 
supervision, and it was always “We will 
do this”—not “I am doing this.” This 
same layman, who is a progressive board 
member and has been the instigator of 
real changes in her community, says 
further: 


As for interpretation to officials and govern- 
ing boards, I think the byword should be, 
“Easy does it!” 


She amplifies this with examples of 
the patient waiting and tolerance toward 
existing conditions which enabled one 
well equipped social worker to win over 
a public relief board—“using reason and 
good sense until now they are arguing 
on the other side of the fence.” 


Another writes: 


No matter how technically skillful and exact 
the work of any professional organization may 
be, unless it is credible to the lay mind it will 
never have the active support necessary for 
successful accomplishment cf the job under- 
taken. 


Another says: 


HUMAN—BUT NOT LURID—INTEREST 


Might not case work interpreters be more 
effective if they refrained from emphasizing 
lurid details? It may create interest—but of 
the wrong sort. It misplaces the emphasis in 
the hearer’s mind and he carries away the 
startling fact rather than the whole picture. 


Another urges that the social -worker 
make the reports more interesting and 
not purely statistical: 


Use human stories where possible. Give 
them a story they can use in casual conversa- 
tion to illustrate the fine work the agency is 
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doing; a point made disinterestedly at the 
dinner table or over a cup of tea carries far. 


Another speaks of the need to bring 
to the laymen “the human element.” She 
thinks that a board accustomed to the 
consideration only of money and sta- 
tistics becomes dull and lacks “the en- 
thusiasm and intelligent interest” which 
is necessary. 


Another thinks: 


All social workers talk too much. The vol- 
unteer gives only part of her life to social 
work and she often feels most of that part is 
spent under a torrent of words that pour out 
in response to the simplest inquiry. To con- 
dense I'd say: “Be as untechnical, as dramatic, 
and as brief as possible.” 


Two laymen protest against the ‘‘cru- 
sading volunteer.” One says the social 
worker can do a real job if she can help 
the over-zealous individual with little 
knowledge to keep her feet on the 
ground. The other warns: “Far better 
to have a board made up of untrained 
figureheads than of untrained mission- 
aries. The harm a poorly informed board 
member can do is limitless.” 

One worker thinks that: “Most social 
workers are too kind to their boards,” 
and urges, “Throw your grief in your 
board’s lap for a change.” 


THE WORKING BOARD 


Further suggestions about boards are 
that: “Board members should be edu- 
cated for their jobs before being asked 
to serve on the board. This layman 
suggests as training for board members 
(1) volunteer work (2) study groups 
(3) training courses. She thinks there 
should be limited terms for board mem- 
bers. Someone has suggested that: 
“Volunteers should be compensated by 
achievement and this might mean pro- 
motion to harder jobs.” Perhaps board 
membership offers a chance for such pro- 
motion. 

Another person who writes is dis- 
couraged because: “While the agencies 
seem to realize the necessity of tying in 
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to the community through lay persons 
on their boards, they do nothing to make 
board membership attractive or stimu- 
lating.” She deplores the lack of any 
training for volunteers and says char- 
itably: “We feel this situation is due to 
a lack of understanding on the part of 
the agencies as to what to do with vol- 
unteers, rather than to indifference.” 
She offers as a hopeful contrast one 
agency in her city that has a working— 
and hence a happy—board. She gives 
the credit to the leadership of the pro- 
fessional social worker. 


PLACEMENT OF VOLUNTEERS 


Emphasis is laid on the need for more 
intelligent placement of the volunteer in 
the job: 


I think they do not always choose their 
board members wisely. They do not consider 
their attitudes when they choose them. ‘They 
seem to accept anyone sent them instead of 
specifying a definite type of person for a 
definite job in mind. 


By judging her qualifications and assigning 
her work which is not beyond her capabilities, 
the case worker can encourage the volunteer 
and make her a constructive aid to the 
agency. 


The professional social worker must realize 
that most volunteers can’t give the time a 
professional can. The head of the recreational 
department said to me: “Mrs. A., we live our 
jobs. A girl who comes one day a week and 
forgets it between cannot do a good job.” Per- 
haps that is true, but most of us have much 
responsibility at home. 


A worker who is that unreasonable 
and one-sided cannot do much toward 
interpreting social work. She merely 
sets up resistances to the thing she is 
attempting. 

I should like to conclude these quota- 
tions from letters with this very thought- 
ful contribution: 


If social workers could only think of the 
volunteer not as a filler-in or a necessary ap- 
pendage but as an opportunity to develop the 
social conscience of one more individual! 


In an attempt to sum up these con- 
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tributions it seems to me the laymen are 
saying to us social workers something 
like this: 


We have a stake in this job of yours. It is 
a joint responsibility. Because of your train- 
ing and experience, and because you have 
made it your life work, we look to you for 
leadership. But we expect from you a gen- 
uine belief in us—a belief that we are neces- 
sary. We believe mutual respect and mutual 
honesty necessary. We want you to give us 
facts as you find them, to educate us, so that 
we in turn may widen the circle and so that 
there may be a more deeply developed social 
conscience in a larger number of our popula- 
tion. 


This is the challenge that is being 
thrown out to us. 


PART OF PROFESSIONAL TRAINING 


Do case workers need training and 
direction in the skills of working with 
lay groups? Is it a God-given gift that 
some have and some have not? Is it a 
part of case-work training or a thing 
apart? 

There is much evidence that case- 
work staffs do need training along these 
lines. During my years on the Junior 
League staff I have had occasion to in- 
terview many social workers who were 
candidates for positions in the Junior 
League welfare projects. Many were 
well equipped to handle the technical 
side of the job but afraid of the em- 
phasis on community contacts. They 
felt equal to the case load but unpre- 
pared for working with boards, commit- 
tees, or volunteers. Some frankly say 
they would not be interested in a job 
that entailed those responsibilities; they 
preferred to do a “straight case-work 
job.” As I have talked with the social 
workers to whom our local Junior 
Leagues are turning for leadership and 
training, I have realized how many of 
them in leading positions are not yet 
convinced of the need of a partnership 
with laymen—except where financing is 
concerned. It is significant that those 
who believe in the contribution of the 
laymen are the ones who have used them 
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most. Perhaps it is the same old re- 
sistance to the unfamiliar. We believe 
in the things we have experienced and 
proved. 

It is my belief that the training of 
personnel in this field must begin in the 
formative period. As a case-worker be- 
gins her professional training in the 
school of social work she is led to think 
consciously of her relationships. As she 
thinks through her relationship with her 
client, could there not be an extension 
of this to include her relationship to the 
rest of the community? 

I am amazed at times to see a case- 
worker who seems understanding, pa- 
tient, and helpful with her clients, ex- 
hibit bitterness, impatience, and _ intol- 
erance toward a board member or a vol- 
unteer. I should like to go back to the 
letters from my group of laymen to 
quote on this subject. And remember 


this is from a layman who has been a 
volunteer and is now a board member in 
a case-working agency: 


With the citizen who bangs on the desk or 
the contributor who complains because too 
much money is going to one nationality group, 
we too often sit in judgment or say, “Ah, he 
wouldn’t understand.” With the client we 
begin to get somewhere by building a rela- 
tionship that melts antagonism and opens the 
door to new thinking. Can we not carry over 
to the community our feelings about our 
clients? We know that change is a matter of 
slow growth; that understanding comes not in 
big spectacular ways but through little specific 
things. Can’t we in our desperation over com- 
munity misunderstanding, get away from the 
drive to hire a hall and ge: it over with, and 
approach the problem instead with the same 
slow patience and attemp-s at understanding 
which have characterized the work with 
clients. 


The schools of social work and the 
agencies giving the supervised field 
training are thinking of this. Realizing 
its importance, the National Committee 
on Volunteers in Social Work several 
years ago appointed a committee headed 
by a faculty member, who sent out a 
questionnaire to the schools of social 


January 1939 


work and the public health nursing 
courses, asking just what was being done 
by them in this line. The answers which 
came back indicated that the curriculum 
included very little on this subject. 
However, a committee of the Association 
of Schools of Social Work was formed 
at the request of the National Commit- 
tee on Volunteers to develop further 
plans for the inclusion of this important 
part of the work. 

Some faculty members believe that 
this part of training must come on the 
job itself. It is true that whether or not it 
begins in the school, the development of 
understanding and skills along this line 
as all others in social work comes largely 
in practice—preferably under good 
supervision. To this end, case workers 
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should be given an opportunity for 
working with laymen, using volunteers, 
meeting with committees, and appearing 
before boards. I think, too, they should 
have some actual responsibility in this 
function—not merely contacts. 

Of course all this means more time 
for supervision: more time to supervise 
the staff in one more activity; more time 
to educate and train volunteers. But 
the time has come when we can no longer 
evade this responsibility. We must take 
it into account and give it its proper 
place along with all the rest of our job. 


Presented at the Group Meeting on Prepara- 
tion and Direction of Case Work Personnel, 
Section I, Social Case Work, National Con- 
ference of Social Work, Seattle, Washington, 
June 30, 1938. 


WHAT IS COMMUNITY NURSINGP 


[* ORDER TO clarify the terms used in 
discussing community nursing, the 
Joint Committee on Community Nursing 
Service has prepared the following def- 
initions: 


A community includes all the people in 
a selected geographic area. 


Community nursing service includes 
all types of nursing needed in a com- 
munity. Those rendering the service 
may be privately employed or may work 
under the auspices of hospitals, health 
department, schools, industries, com- 
munity nursing bureaus, nurses’ profes- 
sional registries, voluntary public health 
nursing associations, or other organized 
groups. 

A council on community nursing is a 
group, composed of representatives of 


agencies distributing nursing service 
within the community and nurses, mem- 
bers of allied professions and laymen, 
formed to study nursing resources and 
needs and to promote complete nursing 
service by well qualified personnel. 


A community nursing bureau is a 
community agency organized for the 
purpose of giving information concern- 
ing all nursing facilities and agencies in 
the community and distributing nursing 
services not otherwise supplied. It 
should be administered by a board rep- 
resenting the various community inter- 
ests; it should have financial support to 
make possible giving service to those 
who cannot pay; and it should maintain 
a high quality of service through careful 
selection, supervision, and education of 
personnel, 
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The Nurse Is Introduced to Social Work 


By HELEN TRENT HOEPFNER 


The public health nurse at the University of Hawaii is intro- 
duced to the social work aspects of her job through the spe- 
cial supervision of her nursing cases by a social case worker 


assist with the introduction of the 

public health nursing student to the 
social aspects of her work and to the 
functions of community agencies. The 
Social Service Bureau in Honolulu has 
always offered field experience and 
supervision in social case work to those 
enrolled in the postgraduate public 
health nursing course at the University 
of Hawaii. In a conference last year 
between the nursing supervisors, the 
supervisors from the Social Service Bu- 
reau, and the instructor in social work 
at the University, several facts became 
apparent. The Social Service Bureau, 
since it had become largely a relief 
agency, had little to offer in the way of 
field experience which was free from the 
involved mechanics of relief-giving and 
which provided situations suitable for a 
nurse. Furthermore, the limited amount 
of time for actual experience in a social 
agency in addition to the nursing field 
experience made it necessary to consider 
other ways in which a nurse might se- 
cure some understanding of the phi- 
losophy of social work. 

After due consideration of the limita- 
tions involved, it was decided to experi- 
ment with the plan of giving the student 
supervision in a social agency to help 
her with the situations carried in her 
nursing field experience. Two super- 
visors in the Social Service Bureau were 
selected to undertake this experiment, 
each to be responsible for the super- 
vision of seven students for a period of 
three months. 


Sass WORK agencies frequently 
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According to the original plan each 
supervisor was to have a weekly one- 
hour conference with each of her stu- 
dents. As the program developed, it 
seemed expedient to alternate the indi- 
vidual conferences with group discus- 
sions conducted by each supervisor for 
her own students every other week. 

The introduction to the social work 
program was a group meeting where a 
brief outline was given of the trends in 
social work thinking—in which concern 
for the individual personality of a client 
in relation to his own personal needs as 
well as in relation to his social environ- 
ment is considered of primary impor- 
tance. This and subsequent confer- 
ences included the presentation of vari- 
ous situations encountered by the social 
worker: an interview in which the head 
of a family expressed his feeling about 
having been sterilized; the resistance of 
a tuberculosis patient to hospitalization ; 
the initial interview of a client coming 
to an agency for help; the handling of 
complaints made against clients; the 
mental conflict of a widow who was re- 
ceiving a pension for the care of her 
children and who had become illegiti- 
mately pregnant; and the general sub- 
ject of budgets. Through these confer- 
ences the nurses gained some apprecia- 
tion of the factors, both practical and 
emotional, which those who try to help 
an individual or family have to meet. 

In spite of the brief period of con- 
tact with these nurses, certain general 
observations may be made regarding 
(1) the relation of social work to public 
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health nursing, (2) the value of special 
social case work consultation as a sub- 
stitute for field practice in a social 
agency, (3) recommendations for the 
future program. The plan was un- 
precedented in Honolulu and was frank- 
ly an experiment. It developed without 
any real definition of the supervisor's 
function in this kind of a plan, and with- 
out any clarification of the nurse’s re- 
sponsibility in the social work program. 
It was carried on without a careful 
selection of cases on the basis of social 
problems presented. While these fac- 
tors limited the value of the procedure 
for the first group, the results were fruit- 
ful from the standpoint of future 
planning. 

The recognition that certain prin- 
ciples of social case work need to be in- 
corporated into the preparation of pub- 
lic health nurses indicates the impor- 
tance of this particular kind of phi- 
losophy for them. While the function 
of a public health nurse differs from that 


of a social worker, the two have many 


elements in common. The line of dis- 
tinction is not easy to define. The nurse 
is constantly using social work prac- 
tices, and she may not be able to con- 
fine her activities to the specific nursing 
problem until she has dealt with the 
factors of emotional disturbance and 
immediate conflict in a family. How- 
ever, confusion is inevitable unless there 
is a certain adherence to the limitations 
involved in either role. 

A woman may not be able to listen to 
health instructions until after she has 
poured out her tale of woe. A nurse 
cannot ignore such a need, for an insist- 
ence on giving instructions would only 
precipitate a conflict that might well re- 
sult in an insurmountable barrier. It is 
essential for a nurse to know where her 
responsibility ends and that of a social 
worker begins. Through social work 
supervision of her own cases the nurse’s 
responsibility can constantly be defined 
in terms of her actual experience in the 
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field. This would seem preferable to a 
separate experience in a social agency 
which she may or may not be able to 
correlate with her nursing work. 

The kinds of situations which a public 
health nurse has to deal with do not 
differ greatly from those of a social 
agency except for the definite nursing 
problem. The nurse is confronted with 
problems which call for skill and deli- 
cacy of treatment as part of her primary 
function as a nurse. Frequently she 
visits the home at a time when the health 
situation is of primary importance. At 
other times more important factors exist 
which make her progress necessarily 
slow. When these problems are dis- 
cussed with the supervisor in a social 
agency, the nurse is relieved of the guilt 
she may feel over taking such a long 
time to accomplish anything. And if she 
meets only resistance in the home she is 
able to understand this from the pa- 
tient’s point of view—which helps her 
not to feel too frustrated. 

It is easy to say that the nurse should 
refer such situations to a social agency, 
and not attempt to do anything herself. 
If this were always possible, the solu- 
tion would be simple. Unfortunately, 
however, the nurse is limited by whether 
the person wants help from an agency, 
as well as by the actual resources of the 
community. The public health nurse 
often works in isolated areas in which 
she is the only source of help. Further- 
more, her relationship to her patient may 
be all that he can accept in the way of 
help at the time. The nurse has no 
choice but to continue her visiting as 
long as her services are needed. In 
these instances it would seem that the 
nurse’s chief protection is an awareness 
of the patient’s needs, and of her own 
relation to them. If her activities ex- 
tend beyond those that are usual for a 
nurse, at least she has an appreciation 
of what she is doing and why. She 
recognizes it as a part of and not a de- 
parture from her function as a nurse. 


| 
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This is not making a social worker of 
the nurse, but merely acknowledging the 
social work aspects of her job. There 
are many such aspects in a nurse's work; 
for she, too, is dealing with people and 
of course can no more afford to ignore 
the personal elements in her work than 
can the social worker. The success of 
her work depends primarily on her re- 
lationship to her patients, which in turn 
makes it possible for her to be effective 
in her job and to enable those she visits 
to really accept what she has to offer. 

We no longer find it necessary to try 
to make everything ideal in the read- 
justment of environment and of per- 
sonal conflicts in a family, but we work 
with whatever exists in the situation 
which may lend itself to change. A 
nurse also needs to realize that often by 
a small service she is effecting a real 
change in a whole family situation. For 
example, a pregnant woman was being 
visited by a nurse for antepartum care. 
There was marital discord, and the 
woman’s rejection of the new baby. 
Through the nurse’s interest, the mother 
began to take an interest in preparing 
for the child, to feel differently about 
its arrival, and to enlist her husband’s 
interest so that he did not leave her so 
much alone. It is obvious that physical 
problems are interwoven with other 
problems and need to be seen as a part 
of the whole and treated accordingly. 
These are only a few examples of the 
problems with which a nurse has to 
cope and on which she needs supervision 
from one who is trained in social work, 
as well as nursing supervision. 


SUPERVISION VERSUS FIELD WORK 


Our experience indicates that a public 
health nurse has her best opportunity to 
understand the social work aspects and 
problems in her own job when she re- 
ceives supervision from a social worker 
on her own nursing cases, Let us ex- 
amine the objectives of field work for 
public health nurses in a social case 
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work agency as outlined by the Educa- 
tion Committee of the National Organi- 
zation for Public Health Nursing, to see 
if supervision may be a substitute for 
field work. These are the objectives: * 

1. Some idea of the philosophy of social 
case work translated into action. 


2. Some idea of the broad social and eco- 
nomic issues underlying society as seen in op- 
eration in the district. 


3. An appreciation of the importance of 
treatment through individual adjustment and 
family rehabilitation. 

4. Better appreciation of the art of inter- 
viewing. 

5. An idea of the use of family case work 
agencies. 

6. Knowledge of community resources. 


The student's own nursing field exper- 
ience can act as a medium in attaining 
every one of these six objectives. With 
thoughtful supervision by a_ trained 
supervisor from a social agency, a nurse 
may become conscious of how much she 
utilizes social work principles in her 
nursing contacts, how much importance 
she should attribute to the social and 
economic issues which she has to meet, 
and how she herself can contribute in 
bringing about individual adjustment 
through a consideration of the personal 
factors in every situation. Interviewing 
is learned only by personal experience, 
regardless of the agency. The use of 
family agencies and community re- 
sources naturally arises in connection 
with the various situations met by 
nurses, and the necessity for this knowl- 
edge will thus evolve from the nurse’s 
own needs. 

Certain recommendations regarding 
the details of the plan have grown out of 
the first year’s experience. There should 
be a careful selection of cases for the 
nurses so that they will have comparable 
experiences. One or two families should 
be selected which each nurse retains 


*Report of The Education Committee. 
June 1930-April 1932, Pustic HeattH Nurs- 
ING, June 1932, page 313. 
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throughout her field experience and on 
which she keeps the same records as if 
she were in a social agency. While con- 
ferences should not be confined to the 
cases selected, these cases will form a 
nucleus for discussion, and will give the 
supervisor an objective basis for evalu- 
ating the nurses’ contacts. 

If there is a careful selection of 
families, and a provision for frequent 
contacts with these families through the 
whole period of field work, it should be 
profitable to have individual conferences 
every week. Three months of field ex- 
perience is a very short period at best, 
and weekly individual conferences are 
essential if the student is to gain any 
real concept of the social work elements 
in nursing. 

The group meetings are of value, and 
it may be necessary to provide oppor- 
tunities for these as the need arises. The 
fact that the nurses needed and wanted 
them last year is an indication that they 
did provide a necessary part of their 
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background. However, they should be 
used to discuss the problems of common 
interest arising out of situations in the 
field rather than to give an introduction 
to social work. The latter belongs to 
the academic course at the university 
rather than to the supervisor—whose 
concern is the individual student and her 
problems. 

An integrated program essential for 
the training of any professional group 
involves academic study, practical ex- 
perience, and close supervision. These 
three factors cannot be regarded as 
separate entities. They are part of an 
indispensable and well integrated whole. 
They should be mutually interdepend- 
ent. The supervisor should be contin- 
ually informed of the progress of the 
classroom work, and all those respon- 
sible for the students’ work should con- 
fer on problems affecting their develop- 
ment. 


Note: See editorial on page 2. 


VOLUNTEERS SAVE THE DAY 


— VISITING NURSE ASSOCIATION 
would have been even more seri- 
ously crippled during the years of the 
depression had it not been for the sub- 
stantial service of a large group of vol- 


unteers. Professional workers have per- 
haps been slow to distinguish between 
those aspects of their work which re- 
quire technical training and other as- 
pects which require good will, intelli- 
gence, and aptitude, to be sure, but not 
technical knowledge. 

Adversity has opened their eyes, how- 
ever, and today the Association looks 
upon its volunteer workers not only as 
indispensable allies whom it would not 
wish to do without, but indeed as regular 
members of the staff with important 
work to perform. Some of them are 


able assistants in keeping records and 
in other necessary tasks at _ head- 
quarters while the majority have their 
regular assignments at child health con- 
ferences and mothers’ classes. 

The number serving in the Associa- 
tion in 1937 was 147. Of these, 46 had 
been in the service over a year. Were 
it not for the 812 days of work given 
by these volunteers the Association 
would have been obliged either to with- 
draw additional nurses from home visit- 
ing to staff the conferences or very ma- 
terially to curtail the service rendered 
at the conferences. 


From 33rd Annual Report, The Visiting 
Nurse Association of New Haven, Connecticut, 
1937. 
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We Need Restful Sleep 


By EDMUND JACOBSON, M.D. 


A physician who has done special research on 
sleep says that only by ceasing all efforts—in- 
cluding efforts to relax—can we attain true rest 


EST is a familiar matter, like the 
R air we breathe, and in my ex- 

perience, the average person is 
inclined to believe that he knows all he 
needs to know about it. But this ten- 
dency to contempt toward the familiar 
is often unjustified. Is it not possible 
that modern science has made discov- 
eries in this field—as in many others— 
which can be of service in the daily life 
of the average man? I believe that this 
is true and have attempted to set forth 
some of these useful points for the lay- 
man in a book entitled, You Can Sleep 
Well.* In this article some of these 
points which may interest those engaged 
in public health nursing will be re- 
viewed. 


WHAT IS REST? 


Rest is not so simple a matter as it 
sounds. For example, most persons, if 
asked to answer the question, “What 
is rest?” would perhaps reply, “It is 
what you do when you lie down.” But 
very often this is not true. A person 
lying down may be very restless: he 
may toss and turn and may be so dis- 
turbed that eventually he gets up for 
very relief! Weary though he may be, 
he finds it more agreeable to be up and 
about than in bed; he arises in order to 
get a rest, in a sense, from lying in bed. 
When emotionally upset, some persons 
complain that prolonged lying down 
makes them “nervous.” 


* Jacobson, Edmund. You Can Sleep Well. 
McGraw-Hill Book Company, New York, 
1938. 


At first consideration, these facts 
seem hard to understand—almost con- 
tradictory. Lying down obviously 
should require less exertion in itself 
than being up and about, and therefore 
should be more restful. To a certain 
extent this is true; but the facts already 
mentioned suggest that whether you rest 
adequately depends on something else 
than merely your posture. 

This something, according to modern 
science, is the degree of muscular relax- 
ation. When you lie down tonight—or 
any other night—it is probable that 
you will not relax most of your skeletal 
muscles fully and persistently; relaxa- 
tion will be incomplete here and there 
in your body. Where this occurs, in 
other words, there will be “residual 
tension.” The more the “residual ten- 
sion” and the longer it persists, the less 
complete will be your rest and recuper- 
ation. 

“Residual tension” will be manifested 
by tossing and turning; by fidgets, 
frowns, and wrinkling of the forehead; 
by excessive thinking and dreaming; 
and perhaps even by such impatience 
that you finally get up and turn on the 
light. 

Relaxation will be apparently suc- 
cessful if you lie quietly and more or 
less persistently in one position, yet 
without holding yourself still. Your 
forehead and brow will seem to an ob- 
server as if ironed out; your eyes will 
be almost motionless, your face expres- 
sionless; your whole demeanor will be 
that of peaceful and effortless quiet. 
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Holding yourself still is a poor imi- 
tation of genuine relaxation. In both 
states, you appear quiet to the casual 
onlooker; but holding still requires 
effort and many persons complain that 
it wears them out. Whenever a person 
who lies down complains that the at- 
tempt to relax has made him “nervous” 
or given him “the jitters” or has “failed 
to relieve tension,” you can be sure that 
his attempt to relax has been carried 
out wrongly: he has contracted certain 
muscles persistently in a_ misdirected 
effort to relax. 


TRYING TO SLEEP 


The beginner at relaxation often tries 
hard to sleep or to relax. In conse- 
quence, his efforts are bound to fail. 
Only by ceasing all efforts, including 
efforts to relax, can he attain a state of 
true rest. 

Insomnia is a common consequence of 
efforts to go to sleep. No such efforts 
should be made. Learning to relax con- 
sists in being trained to cease shortening 
your muscle fibers, but without making 
efforts to do so; for such efforts always 
involve shortening of muscle fibers, 
which is the very thing you seek to 
avoid. 

Early training as well as daily ex- 
perience accustoms us for the most part 
to try to get what we want through a 
series of efforts. Our trying in this way 
goes on almost endlessly. However, 
there are many times when we meet 
defeat just because of our very efforts. 
This can be seen most readily when we 
play games. Try too hard when you 
play golf, tennis, or billiards—and you 
spoil your shot. Too much effort re- 
sults in comparative failure. What is 
required is absence of excess effort— 
and this is differential relaxation. Try 
too hard at any other task during the 
day and you have the same sort of 
unsatisfactory result as that just men- 
tioned in regard to games—relative 
failure. 


‘ 
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But that is not all. Trying to do 
things all day long with excess effort 
means undue tension in skeletal muscles 
all day long. Tense by day means tense 
by night. On the other hand, relaxed 
by day means relaxed by night. Why? 
For the same reason that a ball tends 
to keep on rolling if you give it a strong 
initial push or a series of pushes. The 
same law of Newton which explains this 
phenomenon also accounts for the mo- 
mentum or inertia of our own tensions, 
which—once initiated or set going re- 
peatedly during a brief period—tend to 
go on in the same general manner even 
after we retire. In consequence, if a 
mother has been dealing with a sick or 
difficult child much of the day, or if she 
has been concerned over financial diffi- 
culties and the possible or actual loss 
of her husband’s job, the tensions 
aroused in these anxieties tend to persist 
in type or kind far into the night. This 
follows what may be called the law of 
physiological momentum. 

There you have the gist of the most 
common cause of insomnia. To be sure, 
any source of pain or distress or dis- 
comfort can add to this trouble. But 
in the last analysis your patient is asleep 
if he is sufficiently relaxed in the proper 
places; awake if he is not. 

The individual who lies awake by 
night or who arises in the morning 
insufficiently refreshed has not been 
adequately relaxed. His muscles, in 
general, may have been partially relaxed, 
but the relaxation failed to progress to 
the needed stage. Why? Because he 
was doing something with his muscles 
all night long, or at least through part 
of the night—most likely, in somewhat 
similar combinations of muscle groups 
and in somewhat similar patterns to 
what he was doing all day long. 

Such doing or moderate muscle ten- 
sion has its attractive aspects. This is 
so trug¢that many children—particularly 


the overstimulated ones—display a cer- 
tain reluctance to relax. 


They do not 
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want to lie down for the daytime nap, 
giving up their other occupations. And 
bed at night looks less attractive than 
games and other activities. The bright 
child finds many excuses for staying up a 
little longer; the stubborn child may 
sit on the stairs in stolid defiance of the 
command that he go to bed. In a cer- 
tain sense, relaxation involves a sacri- 
fice which childhood is loathe to make. 

Fortunately nature has installed a 
curfew of its own which sooner or later 
is heeded by every child and every adult. 
Its tolling is the sense of fatigue. If 
ignored beyond a certain point, the 
effects of fatigue prove overwhelming. 
The individual rests or sleeps and the 
diminution of fatigue sensation affords 
satisfaction for the sacrifice. 

However, the careful training of chil- 
dren should not of course permit them 
to engage in continual activities beyond 
reasonable bounds until they are thus 
overcome by fatigue. Frequent rests 
should punctuate the day’s activities— 
whether such rests last but ten or fifteen 
minutes or an entire hour. The younger 
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the infant, the longer evidently should 
be the hours of daily rest. But the 
average individual—whether child or 
adult—can profit from more rest than is 
commonly taken in this country. For 
mild fatigue is commonly ignored; yet 
the best conduct of the organism in the 
interests of maintaining and improving 
health requires more frequent rests than 
we generally take. 

The average adult, I dare say, could 
learn with profit to take an hour’s rest 
before the noonday as well as before the 
evening meal. Rest after the meal is 
just as good. Because many persons 
are habitually restless, they need to ac- 
quire the habit gradually, rather than to 
force it upon themselves at once. 

Perhaps the most important point 
that I can emphasize in this article is 
that the average person can profit by 
reading the new literature on relaxation 
and sleep. The more his attention is 
turned to the subject of rest, the more 
likely he is to engage in more of it, 
which—in this day and age—he greatly 
needs. 


NURSE PLACEMENT SERVICE 


announces the fol- 
lowing placements 
from among those 


made in public health nursing: 


Helen Peck, Director, Department of Public 
Health Nursing, Palama Settlement, Hono- 
lulu, T. H. 

Mary Willeford, Consultant in Maternal and 
Child Health, Department of Health, Calif. 

Amy MacOwan, Instructor in Public Health 
Nursing, University of Michigan, Ann Arbor, 
Mich. 

Anna Grace Whipple, Instructor in Public 
Health Nursing (temporary), George Pea- 
body College, Nashville, Tenn. 


Franziska Glienke, Assistant Territorial Super- 
visor, Metropolitan Life Insurance Company, 
New York, N. Y. 

Gertrude Bennett, Clinic Nurse, Ingalls Me- 
morial Hospital, Harvey, III. 

Mary Ware Coles, Staff Nurse, Visiting Nurse 
Association, Atlantic City, N. J. 

Constance Roy, Staff Nurse, Visiting Nurse 
Association, New Britain, Conn. 

Lucille Gleaton, Community Nurse, Keyport, 
N. J. 

Mrs. Blanche Crawford, Public Health Nurse, 
Missouri Tuberculosis Association, St. Louis, 
Mo. 

Frances Williams, Staff Nurse, Visiting Nurse 
Association, Detroit, Mich. 

Jennie Blalock, Staff Nurse, Visiting Nurse 
Association, Bordentown, N. J. 


Disinfection of Thermometers 


By LILLY HARMAN. R.N., GLADYS GIRTON, R.N., AND MARY T. PARKER 


The report of a study of three methods of disinfection of clin- 
ical thermometers used by public health nurses in the homes 


ters may under certain conditions 

transmit pathogenic organisms 
from one patient to another has been 
demonstrated on several occasions!* 
and was redemonstrated during the 
study reported here. It is not unlikely 
that some of the unsanitary practices 
described by early investigators still 
continue, although thermometer disin- 
fection is simple and easy. 

Clinical thermometers can be made 
absolutely sterile by several means. 
However, sterilization is not essential if 
disinfection can be brought about. In 
hospital practice, disinfection and even 
sterilization can be accomplished by the 
use of various bactericidal compounds 
together with wiping, washing, soaking, 
et cetera. Several reports on practical 
methods of thermometer disinfection are 
to be found in the literature.*4:°%* 
Some of them seem logical, although un- 
fortunately it is doubtful whether they 
have been properly evaluated. 

In some studies the thermometers 
were washed and wiped to remove dis- 
infectant (in order to avoid bacterio- 
static action) before being cultured; in 
others the thermometers were merely 
rolled across the surface of agar plates 
without reference to bacteriostasis, or to 
the crevices of the graduations on the 
instruments. Further, little or no atten- 


Te FACT that clinical thermome- 


This study was made under the supervision 
of Martin Frobisher, Jr., Sc.D., Director of 
Laboratories of the Eastern Health District, 
Baltimore Department of Health, where the 
study was made. Dr. Frobisher is also Asso- 
ciate in Bacteriology, School of Hygiene and 
Public Health, Johns Hopkins University. 


tion has been given to thermometer 
cases. And there are few studies in 
which tests of the disinfection pro- 
cedures have involved incubation of the 
thermometers in tubes of broth—a 
fairly safe criterion of sterility. How- 
ever, in view of what is known of the 
value of certain substances as disinfec- 
tants, it seems reasonable to assume that 
many of the methods described accom- 
plish satisfactory disinfection of clinical 
thermometers. It is to be noted that 
most of the disinfection procedures de- 
pend for their efficiency upon materials 
and apparatus adapted only to hospital 
routine, involving poisonous disinfect- 
ants, trays with cups of alcohol, and 
other equipment. 

With hospital or laboratory facilities 
available, clinical thermometers can be 
made perfectly safe. Disinfection per 
se is not an important problem under 
these conditions. The public health 
nurse, however, who must walk weary 
miles carrying a heavily laden bag, and 
who at various intervals of her journey 
has to unpack all her equipment and use 
it—often under very difficult circum- 
stances—cannot use complicated ap- 
paratus or time-consuming techniques 
for thermometer disinfection. 

Two cardinal features of a field ther- 
mometer technique for her use are 
(1) efficacy of disinfection (2) sim- 
plicity. A third requirement is that 
there shall not be associated with the 
instrument or procedure any marked 
taste or odor, or any “messy” or poison- 
ous solution. 

Two simple and common methods of 
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thermometer disinfection which are be- 
lieved to meet these three requirements 
in a general way are as follows: 


Method A: 


1. Thoroughly wipe the thermometer with 
a pledget of clean, dry cotton immediately 
after use. 

2. Wipe thoroughly for a minute or two 
with a pledget saturated in ethyl alcohol 70%. 

3. Place in a previously disinfected case.* 


Method B: 


1. Thoroughly wipe the thermometer with 
a pledget of clean, dry cotton immediately 
after use. 

2. Wipe thoroughly for a minute or two 
with a pledget saturated in green-soap solution. 

3. Place in a previously disinfected case. 


In both methods wiping is always done from 
the handle toward the bulb of the thermom- 
eter. 


Although involving a “messy” solu- 
tion, the soap methods are preferable 
to the alcohol methods. Soap is known 
to be deleterious to C. diphtherie,® S. 
hemolyticus (Lancefield type 
N. gonorrhoeew,'* (and therefore prob- 
ably N. intracellularis as well), D. pneu- 
monie,'® Kl. pneumoniae," T. pallidum,' 
and probably B. vincenti. E. typhosa and 
S. dysenterie are also injured by 
soap,”'* while Salmonella paratyphi or- 
ganisms are probably susceptible in 
some degree.'* Fecal streptococci, staph- 
ylococci, and E. coli are more resistant 
to soap. H. influenze and possibly H. 
pertussis are relatively resistant to 
soap,’ but probably not so much so to 
alcohol. Since a film of soap is left on 
the thermometer between patients, its 
effect is prolonged as compared to that 
of an alcohol wipe. 


*When hard rubber thermometer cases are 
used, it is suggested that the cases be soaked 
in a solution of 1 percent lysol for one hour. 
When the thermometers are kept in metal cases 
the above method may be used, or the case 
may be boiled for five minutes. It is advis- 
able to use one of the above methods daily 
if the nurses are taking frequent temperatures. 
The frequency of cleaning of the cases should 
be adjusted to meet the needs of the individual 
agency. 
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A third method, C, tried out during 
this series of tests, is to employ an alco- 
holic soap solution in place of the sim- 
ple alcohol or green soap of the preced- 
ing methods. The simplest form of this 
technique is as follows: 


Method C: 


1. Thoroughly wipe the thermometer with a 
pledget of clean, dry cotton immediately after 
use. 

2. Saturate a second pledget with 70% 
alcohol. 

3. Rub this pledget over a cake of white 
soap until it is well soaped (or moisten it with 
a few drops of green soap), and then thor- 
oughly wipe the thermometer with it. 

4. Place in a previously disinfected case. 


Wiping is always done from the handle 
toward the bulb of the thermometer. 


All of these methods have been in use 
at various times in the Eastern Health 
District of the Baltimore Department of 
Health, but a question sometimes arises 
as to the soundness of the practices. 

In order to have some experimental 
basis for discussion, a number of public 
health nurses were instructed to handle 
their thermometers by methods A, B, or 
C, respectively, as outlined above. The 
instruments were taken from the nurses’ 
bags at the end of the day at various 
times over a period of weeks and sent 
to the laboratory. 

The thermometers were removed 
from the cases with precautions against 
extraneous contamination and _trans- 
ferred to tubes of infusion broth so that 
the lower half of the instrument was 
immersed. Care was taken not to wet 
the thermometer in the broth above the 
middle of the instrument, so as to avoid 
contamination from the nurses’ fingers. 
In addition, each case was well rinsed 
with about 2 cc. of infusion broth and 
the washings were transferred to fresh 
tubes of bouillon. 

After from 24 to 48 hours of incuba- 
tion, the thermometers were removed 
from the culture tubes. Smears were 
prepared from all of the broth cultures. 
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Blood-agar pour-streak-plates were made 
in such a manner that any streptococci, 
diphtheria bacilli, pneumococci, or re- 
lated pathogens, or, in the case of rectal 
thermometers, organisms of the colon- 
typhoid-dysentery group or enterococcus 
group could be isolated and identified if 
present and viable in the original broth 
culture. A variety of colonies was fished 
from each plate, representative of the 
whole. No attempt was made to demon- 
strate the presence of anaerobes, tubercle 
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bacilli, or spirochetes because of ob- 
vious practical difficulties. 

As a control on the methods of disin- 
fection a series of thermometers which 
had been used in the customary manner 
were submitted to the laboratory with- 
out disinfection or cleansing of any sort, 
for bacteriological study in the same 
manner as the other thermometers. 

The results of the bacteriological in- 
vestigations are presented in tabular 
form below. 


CONCISE SUMMARY OF RESULTS OF CULTURES MADE FROM THERMOMETERS CLEANSED 
BY DIFFERENT METHODS 


Found to be sterile Organisms 
Thermom- 
Thermom- eter Thermom- Seen in smear 
Cleansing eters cases Thermom- eter of broth culture 
method tested tested eters cases but not isolated Isolated 
A 18 18 1 7 Sporeformers ; S. aureus; S. al- 
very large cocci; bus; enterococci; 
short chain coc- EE. coli; spore- 
ci* formers 
B 14 14 2 10 Slender, Gram __ S. aureus; S. al- 
positive rod (like bus; S. lique- 
B. subtilis) faciens; E. coli 
Cc 15 15 8 11 Large cocci; Alpha type strep- 
sporeformer tococci (fecal) ; 
. E. coli; S. lique- 
faciens; S. albus; 
Proteus 
None 12 12 @) 3a Alpha type strep- 
(Control) tococci; alpha 
prime type strep- 
tococci; beta 


*Seen in culture from rectal thermometer but not isolated. 


type streptococ- 
gamma type 
streptococci; S. 
aureus; S. al- 
bus; Corynebac- 
terium; S. citre- 
us; E. coli; D. 
pneumonicet 


{Beta type streptococci were found on four of the control thermometers. 
tCulture lost before identity was entirely certain or type determined. 


It is apparent that none of the tech- 
niques invariably achieved sterilization, 
although thermometers treated by meth- 
od C were more frequently sterile, as 
judged by the criteria used, than ther- 
mometers treated by either of the other 


two methods. However, sterilization 
was not the aim, and contamination of 
the cultures with various environmental 
organisms was anticipated, as well as 
survival of certain of the more resistant 
commensals of the mouth or intestinal 
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tract. Sporeformers, some  staphylo- 
cocci, E. coli, and alpha type strepto- 
cocci from both mouth and rectum were 
isolated from many of the instruments 
and studied culturally sufficiently to 
demonstrate at least their generic iden- 
tity. In no instance, however, did any 
of the more dangerous pathogens capable 
of growing under the cultural conditions 
furnished appear in the cultures made 
from thermometers treated by these 
methods. Other organisms were not 
seen, even in smears from the original 
cultures. 

Fewer organisms were isolated from 
thermometers treated with both soap and 
alcohol (method C) than from instru- 
ments cleaned by either method A or B. 
Method C, therefore, seems to be prefer- 
able to method A or B, both on theoret- 
ical and experimental grounds. 

The cultures from thermometer cases 
of disinfected thermometers were fre- 
quently sterile, but when organisms were 
found they were of the environmental 
type or were similar to those isolated 
from the thermometer. 

Organisms were invariably isolated 
from the undisinfected thermometers, 
among them being S. hemolyticus, a 
Corynebacterium suggestive of C. diph- 
therie, and probably D. pneumonie. 
Three of the cases from these thermom- 
eters were found to be sterile. 


CONCLUSIONS 


When clinical thermometers used by 
public health nurses are treated by 
method C described above and then 
allowed to dry without further wiping 
until wiped with cotton or rinsed in tap 
water just before using again, patients 
are afforded a reasonable degree of pro- 
tection against the common diseases of 
the respiratory and intestinal tract and 
against spirochetal diseases such as 
syphilis and Vincent’s Angina. 

In spite of the fact that no method 
proposed for handling clinical thermom- 
eters and thermometer cases in public 
health field work has proved entirely 
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satisfactory from all viewpoints, it would 
appear that with thorough and careful 
use of method C described above, pa- 
tients would certainly be exposed to less 
danger from clinical thermometers than 
many people ordinarily encounter dur- 
ing the everyday contacts of urban life 
in such places as restaurants and soda 
fountains. 
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The Nurse and Industrial Hygiene 


By J. J. BLOOMFIELD 


Industry offers a vast and virgin field in preventive medi- 
cine, and the well prepared industrial nurse has an impor- 
tant function in the control of industrial health hazards 


Part I1l—The Control of Industrial Health Hazards 


evaluation of industrial health haz- 

ards were presented in the last 
article of this series. Once these hazards 
have been determined, the next obvious 
step is the control of those conditions 
found to be or suspected of being inimical 
to health. 

In the past few years considerable 
progress has been made concerning our 
knowledge of the control of many indus- 
trial health hazards. The control of 
occupational health hazards is a function 
chiefly coming within the sphere of the 
medical and engineering units of a plant 
health department. Inasmuch as the 
industrial nurse is an integral part of the 
industrial medical department, a state- 
ment of the objectives and duties of the 
work of a medical organization in indus- 
try should also serve to clarify the activi- 
ties of the nurse. 

Perhaps the first step in the control 
of industrial health hazards is the devel- 
opment of a viewpoint, or a philosophy, 
on the subject. Industry has demon- 
strated what it can accomplish in the 
creation of a new machine or a new 
process, once it has been convinced of 
the value of the particular machine or 
process under consideration. If this 
principle were applied to industrial 
health programs, similarly successful re- 
sults should follow. There is no better 
example of the excellent progress which 
can be made through concerted efforts 
than the splendid achievement in the 
prevention of accidents in American 


Te METHODS employed in the 


industry in the last two decades. There 
is no reason why similar progress should 
not be possible in the prevention of other 
health hazards in industry. 

Once this viewpoint has been acquired, 
it will be apparent that effective progress 
may be made only by the establishment 
of a complete industrial health-main- 
tenance service. Such a complete service 
would have personnel from the medical, 
engineering, nursing, chemical, statis- 
tical, and allied professions. 


MEDICAL AND NURSING CONTROL 


The basic objectives of a medical and 
nursing control program may be stated 
somewhat as follows: 

1. To ascertain by examination the physical 
and mental fitness of employees for work. 

2. To maintain and improve the health and 
efficiency of those already employed. 

3. To educate the worker in accident pre- 
vention and personal hygiene. 

4. To reduce lost time and absenteeism due 
to illness or injury. 


It is evident that these objectives 
necessarily involve a wide variety of 
activities, and in general the program 
may be best worked out for each indi- 
vidual plant or industry, depending upon 
local conditions. However, it is patent 
that in order to achieve these objectives 
some of the activities will involve the 
following practices: 

1. The physician and the nurse, like the 
engineer, should acquaint themselves with the 
various processes and materials used in the 
industrial establishment under consideration. 


This will enable them to determine the occu- 
pations exposed to hazardous conditions and 
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materials, so that when a worker is treated 
at the plant dispensary the knowledge of his 
workroom environment will be an aid in the 
diagnosis of his condition. 

2. Physical examinations should be made of 
all applicants for work, of those who have 
been ill, and of employees being transferred 
from one department to another. Especially, 
periodic examinations should be made of those 
workers who are engaged in hazardous tasks. 
This last examination is one of the important 
factors in any preventive program. 

3. All injuries and diseases of occupational 
origin should be diagnosed and treated. 

4. The plant management and the workers 
should be educated in personal and plant 
hygiene, and they should be acquainted espe- 
cially with all the facts known concerning 
injurious conditions and materials used in the 
plant. 

5. There should be codperation with the 
family physicians of the workers and with 
organized health and social agencies in the 
community. 

6. There should be codperation with the 
engineering department in an effort to main- 
tain a safe and healthful workroom environ- 
ment. The nurse is in an excellent position 
to determine from the number and types of 
ailments coming to her notice the existence of 
health hazards in the plant, and can often- 
times initiate engineering-control studies for 
the purpose of correcting such conditions. 

7. The maintenance of accurate records of 
all duties performed, and especially data deal- 
ing with accidents and diseases, is an im- 
portant function of the medical department. 
The progressive industrial nurse—one who has 
a public health background—should be in a 
position not only to obtain such records but 
to analyze them and assist in their interpreta- 
tion. Without an intelligent analysis of the 
data it is impossible to determine just what 
is occurring in the plant and what remedial 
measures are necessary, if any. In carrying 
out this last function it may be necessary for 
the nurse to make home visits and other con- 
tacts in order to determine the cause of the 
absence and the nature of the illness which 
may have occurred. 


ENGINEERING CONTROL 


The past few years have witnessed the 
gradual accumulation of a tremendous 
amount of basic engineering data in the 
control of accidents and occupational 
diseases. In general, the following meth- 
ods have been found of value in con- 
trolling certain health hazards by engi- 
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neering methods: (1) substitution (2) 
isolation (3) wet methods (4) local 
exhaust ventilation (5) respiratory pro- 
tection. 

Substitution has not been extensively 
used. In the case of quartz-containing 
parting compounds used in foundries, 
some measure of success has been ob- 
tained by substituting non-quartz-con- 
taining substances. Similarly, the use 
of metal shot in the abrasive cleaning of 
castings in the place of sand has helped 
to reduce not only the dust concentra- 
tion but also the amount of harmful dust. 

Isolation, or mechanical inclosure of 
certain processes, finds some use in the 
control of certain air-borne toxic mate- 
rials. An excellent example of this type 
of protection is that of the modern sand- 
blasting barrel used in the cleaning of 
small castings. Many toxic gases and 
vapors may also be handled safely in a 
completely inclosed system. 

Although the use of wet methods is 
limited to dust-producing processes, this 
type of control has been found effica- 
cious in many industries. In rock-drill- 
ing and loading it has been possible to 
reduce the dust concentration from more 
than 500 million particles to less than 
30 million particles per cubic foot of air. 
Recent studies of rock-drilling opera- 
tions have shown that wet methods em- 
ployed in conjunction with general ex- 
haust ventilation will result in even lower 
dust concentrations than the reduction 
shown above. 

Local exhaust ventilation is a primary 
method of control, since it aims to re- 
move dust, fumes, vapors, or gases at 
the source. So much depends upon the 
correct design and construction of hoods 
and exhaust systems that they should 
be laid out and maintained with great 
care. Data pertaining to the quantity 
of air necessary at the hoods to control 
hazards or nuisances are fast being col- 
lected. Spray-painting booths require 


velocities of 100-200 feet per minute at 
the openings to reduce effectively the 
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presence of vapors to safe limits. For 
laterally exhausted chromium-plating 
tanks, United States Public Health Ser- 
vice studies have shown that air velocities 
of about 2000 feet per minute at hood 
openings are necessary for effective re- 
moval of the mist. In granite-cutting 
sheds with hoods placed near cutting 
machines, Public Health Service studies 
indicated that 1500 feet per minute at 
hood openings would serve to keep the 
dust concentration within safe limits. In 
connection with granite-cutting, special 
hoods have been designed for the control 
of the hazard in this industry. For ma- 
terials such as lead oxide and other heavy 
dusts, down-draft ventilation has been 
found to be most effective. Such prac- 
tice materially reduces the air velocities 
required for control and utilizes a nat- 
ural tendency of heavy dusts to settle. 

It is generally agreed that in the con- 
trol of exposure to an air-borne toxic 
material, primary consideration should 
be given to procedures for preventing 
excessive contamination of the air in the 
breathing zone. However, there will 
always be situations where these pro- 
cedures will be inapplicable, impractica- 
ble, or at times not effective. For these 
situations personal respiratory protection 
will be required, either as a primary 
means of prevention or as an adjunct to 
other prevention procedures. In recent 
years great strides have been made in 
the improvement of respiratory protec- 
tive devices, and at present the United 
States Bureau of Mines has undertaken 
the approval of devices on the market. 
Such an approval system has stimulated 
further research on the part of the man- 
ufacturers handling these devices, which 
has resulted in a better product. 

Today we are witnessing vigorous 
action on the part of many states con- 
cerning the development of codes and 
other regulations dealing with the re- 
moval of noxious air-borne materials. 
Nonofficial agencies, such as the Amer- 
ican Standards Association and various 
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medical and engineering organizations, 
are collaborating with state and federal 
agencies toward the development of such 
codes on a scientific basis. 


MORE INFORMATION NEEDED 


Studies of the industrial environment 
necessitate numerous laboratory exam- 
inations, both of a medical and chemical 
nature. These call for biochemists and 
chemists of a highly trained type. Today, 
with the added use of chemicals in many 
of our processes, there is a great need 
for data concerning the toxic effects of 
these substances. The proper procedure 
is a study of these new materials or 
processes on a small scale, prior to their 
widespread use in industry. This prac- 
tice calls for a close collaboration be- 
tween the production and development 
departments in a plant and the indus- 
trial health-maintenance service. 

Once the problem in industry has been 
evaluated and everything possible has 
been done to control unhealthful condi- 
tions, it will still be essential for the 
medical, nursing, and engineering per- 
sonnel to maintain constant vigilance in 
order that safe conditions may be at- 
tained and improved upon, if at all pos- 
sible. Constant study of the workroom 
environment is essential to ascertain 
whether certain measures are really ef- 
fective. Such practice in codperation 
with the work of the physician and the 
nurse appears to afford the best means 
of eradicating industrial health hazards. 


SHOWING BENEFITS OF HEALTH WORK 


The benefits of a health conservation 
program in industry are often difficult 
to demonstrate. This is especially true 
when dealing with the general health of 
workers, and in some measure with cer- 
tain occupational diseases such as sili- 
cosis, which take so long to develop. 
However, in dealing with accidents and 
with certain poisonous materials, it is 
relatively simple to demonstrate quickly 
the beneficial results obtained by control 


measures. 


30 PUBLIC HEALTH NURSING 


It is also difficult because of the lack 
of sufficient data to indicate the eco- 
nomic benefits resulting from a health 
program in industry. In an endeavor to 
ascertain how much money an industrial 
organization can afford to spend for the 
prevention of disability from sickness 
and accidents and for the treatment of 
minor illnesses and injuries among its 
employees, Brundage of the United 
States Public Health Service reviewed 
the trend of occupational accident rates 
in this country during recent years, as 
well as the rates of disabling sickness 
among the employees of a few corpora- 
tions which maintained adequate mor- 
bidity records. An important item in 
calculating profitable expenditure for 
health and accident prevention is the 
extent of reduction in disability fre- 
quency and lost-time rates which may be 
achieved through medical and engineer- 
ing control of industrial health hazards. 
Brundage’s analysis of available data 
showed that from a modest reduction of 
sickness and accident rates the total 
savings to employer and employee may 
be expected to be approximately $20,000 
a year per 1000 employees. 

This reduction was for industrial con- 
cerns whose accident rates were consid- 
erably below the average rate for indus- 
tries covered by workmen’s compensa- 
tion laws, and whose number of illnesses 
attributable to occupational health haz- 
ards was negligible. Obviously, where 
industrial accidents or disabling illnesses 
occur at average or above average fre- 
quency, an expenditure larger than that 
indicated above for health and safety 
work is warranted. Brundage also esti- 
mated that in order to maintain an ade- 
quate industrial hygiene unit consisting 
of medical, engineering, chemical, and 
nursing personnel, an expenditure of $10 


to $12 per capita per year should be 
adequate.* 


. *Brundage, Dean K. “The Sickness Problem 
in Industry.” Boston Business, May 1930, p. 7. 
Also, Industry, April 19, 1930, p. 1. 
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Thus, it would seem that from an esti- 
mated minimum profitable expenditure 
of $20,000 per year per 1000 employees 
for health conservation, a balance of 
$10,000 per year per 1000 workers would 
be left for maintenance of protective 
equipment and for the gradual elimina- 
tion of the capital expenditures required. 
Thus, while it is evident that $20,000 per 
year per thousand employees would be 
expended to save an equal amount, the 
expenditure for industrial health services 
is actually a profitable and productive 
investment, as would be indicated by the 
improved health and happiness of the 
employees and by increased production. 
Such an expenditure, on the other hand, 
for other purposes, such as compensa- 
tion, medical and hospital bills, et cetera, 
constitutes a loss to employee as well as 
employer. 

It is realized that it should not be 
necessary to express health and life in 
terms of monetary units in order to show 
the relative importance of certain prob- 
lems in this field. However, it is also 
realized that quite often a realistic treat- 


ment of health problems in industry may 
result in progress. It has been said that 
the most notable advances which were 
made in the safety movement were not 
inspired by humanitarian motives, but 
by the discovery that safety devices were 
cheaper in the long run than accidents. 


FUTURE OF INDUSTRIAL NURSING 


It is apparent from this discussion on 
the various methods which may be em- 
ployed in the evaluation and control of 
industrial health hazards that the nurse 
plays an important role and that the 
work of a nurse in industry requires 
special training. It is obvious that to be 
an efficient industrial nurse a person 
must first of all be a good nurse, be thor- 
oughly acquainted with industry and 
industrial processes, be well trained in 
public health, and have some knowledge 
of labor legislation, social problems, 
community welfare, and industrial hy- 
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giene engineering. In short, industrial 
nursing is just as highly specialized a 
profession as are industrial medicine, 
public health administration, or similar 
professions requiring postgraduate train- 
ing. Just how much will be expected 
from the nurse will depend in a large 
measure on the size of the plant and on 
the adequacy of the industrial health- 
maintenance department. However, the 
nurse should be prepared to recognize 
industrial health hazards and she should 
be professionally able to assist in the 
many duties involved in their control. 

The manifold duties of an industrial 
nurse, requiring as they do special train- 
ing in public health and allied subjects, 
may raise the question as to whether 
there is at present a potential field to 
make it worth while, from both a pro- 
fessional and financial aspect, for a nurse 
to take extensive training for this work. 
Perhaps a few statements on the possi- 
bilities which this field holds may serve 
to clarify this point. 

Mrs. Violet H. Hodgson, in her book 
on Public Health Nursing in Industry,* 
cites the fact that in 1929 there were 
210,959 manufacturing establishments in 
the United States, according to the 
census taken that year. Of these, 208,241 
plants were of a size employing less than 
500 workers, with a total of 5,501,763 
wage earners. These data do not include 
mining, transportation and communica- 
tion, trade, personal service, et cetera, 
all of which employ approximately forty 
million gainful workers and in which 
there are ample opportunities for public 
health nursing. According to various 
estimates which have been made, there 
are approximately three thousand nurses 
in industry,** most of these being em- 
ployed in the larger plants—that is, in 


*Hodgson, Violet H. Public Health Nursing 
in Industry. The Macmillan Company, New 
York, 1933, p. xiv. 

**Tattershall, Louise M. Census of Public 
Health Nursing in the United States, 1931. 
National Organization for Public Health Nurs- 
ing, 50 West 50 Street, New York, p. 69. 
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approximately one or two percent of the 
industrial or service establishments. In 
connection with the studies of problems 
in industrial hygiene now in progress in 
the various states under the guidance of 
the United States Public Health Service, 
certain information is being collected on 
existing industrial health services in the 
plants under survey. Although these 
studies are not as yet completed, suffi- 
cient data are available from several 
states to show that only 30 percent of 
the workers in the plants which have 
been surveyed have the services of a 
full-time nurse, and that in most in- 
stances these services are available only 
to employees in the larger establish- 
ments. 

Attention has already been called in 
the first article of this series to the fact 
that industry and public health workers 
are recognizing the needs of the so-called 
small plant concerning adequate indus- 
trial health provisions. It is hoped that 
the majority of the workers in this coun- 
try who are employed in small plants 
will be given adequate health services in 
the near future, either through govern- 
mental agencies, such as state and local 
health departments, or through some 
other plan. We find that today there 
are many small establishments which 
employ a part-time physician or a physi- 
cian on call, and supplement this service 
with a full-time nurse. It is obvious 
that under such conditions the nurse 
plays an important role. It should also 
be apparent from the statistics cited and 
from the realization on the part of all 
concerned that adequate industrial 
health services are a necessity, that there 
is a vast and virgin field for preventive 
medicine in industry, and that the public 
health nurse should play an important 
part in this field. 

Although the nurse’s working environ- 
ment may at first appear to be less at- 
tractive in industry than that found in 
the other nursing fields, she has ample 
opportunity to improve her surround- 
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ings as her interest in the work increases. 
Furthermore, as her opportunities and 
responsibilities grow, her field is broad- 
ened and she has the chance to utilize 
her powers of tact, nursing ability, re- 
sourcefulness, and special training to a 
greater degree than she may possibly 
have in some of the other nursing 
branches. 
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Nore: This is the last in a series of articles 
by Mr. Bloomfield on various aspects of indus- 
trial hygiene. 


How Would You Answer This? 


What is the best technique for doing 
the perineal dressing during the post- 
partum period? 


In reply to the question published in 
the December 1938 issue, the following 
discussion of the fundamental principles 
of good perineal care is reprinted with 
slight changes from “Why Perineal 
Care,” by Hazel Corbin, which appeared 
in The Quarterly Bulletin of the Nursing 
Bureau, Welfare Division, Metropolitan 
Life Insurance Company, April 1938. 

It is hoped that our readers will be 
stimulated to review their techniques in 
terms of underlying principles. Send 
your further questions and problems to 
Maternity Center Association, 1 East 57 
Street, New York, N. Y. 

Different techniques for perineal care 
have been taught to nurses, with little 
emphasis on the fundamental reasons for 
each detail of the technique. 

This discussion will cover the funda- 
mentals upon which any satisfactory 
technique should be built. 

The purposes of the perineal dressing 
are to protect the patient from infection 


and to keep her clean so that she can be 
comfortable and acceptable to herself 
and those about her. Aside from the 
esthetic value of cleanliness, it is of 
course important to prevent an accumu- 
lation of decomposing excretions around 
the vulva, because of the ease with which 
organisms can travel from that field into 
the uterus. 

The first essential in planning 2 tech- 
nique is to cleanse the vulva and the 
perineum by a satisfactory method, par- 
ticularly one which does not do more 
harm than good by bringing infectious 
material to the vulva and by carrying 
into the vagina the material we are try- 
ing to wash off the surface. 

Whether the solution to be used is 
soap, lysol, bichloride, or something else, 
is of little importance. What is impor- 
tant is that it should be used for cleans- 
ing the external surface and that not one 
drop should be allowed to find its way 
into the vagina. 

With this in mind, the solution may 
come equally well from a clean basin, 
bowl, flask, or pitcher if it is directed 
toward the anus to avoid carrying colon 
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bacilli from the anus to the perineum and 
vulva. The question of what equipment 
we use—whether it be a forceps or 
sponge-stick and cotton balls, or a wash- 
cloth in the gloved hands of the nurse— 
is a matter of individual preference pro- 
vided the equipment is sterilized so that 
no bacteria can be carried to the patient. 
The equipment decided upon should be 
used in a way to guard against carrying 
colon bacilli from the anus back over 
the vulva and perineum, and against 
dripping the solution on any spot except 
the one being cleansed at the moment. 
If a perineal pad is used, it should be 
soft and absorbent; and the technique 
should include a method of making it 
secure so that the portion over the anus 
cannot ride forward and carry colon 
bacilli to the vulva or perineum. Need- 
less to say, perineal pads and bed pads 
must be changed frequently in order to 
keep the patient clean and comfortable. 
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The possibility that the nurse may 
contaminate the vulva by respiratory 
droplet infection necessitates the use of 
a well fitting mask that covers the nose 
and mouth and is cupped under the chin 
while she is doing the perineal dressing. 
A safe mask can be made from several 
thicknesses of fine cheesecloth with a 
removable filler of absorbent cotton. 

Hands carry bacteria. The technique 
must therefore include provision for 
clean hands always—before and after 
doing the perineal dressing. This ap- 
plies whether the hands are those of the 
patient, the doctor or nurse, or an at- 
tendant or member of the family. 

Every nurse who spends any of her 
time giving actual care to patients has an 
opportunity to contribute something 
very real to the art of nursing if she 
will think through the reasons for every- 
thing she does and perfect a technique 
for doing it. 


CLASSES FOR PROSPECTIVE FATHERS 


lie Maternity Center Association has 
been receiving many requests for an 
outline of material for classes for pros- 
pective fathers. In response to this plea 
the Association has prepared a syllabus 
of the material which they have used in 
their own classes. It is a series of les- 
sons for prospective fathers and includes 
the physiology of pregnancy; how to 
choose good medical, hospital, and nurs- 
ing care for their wives; how to help 
their wives keep fit; how to care for the 
baby; and how to help fit the baby into 


the home without needless confusion. 
Dr. George W. Kosmak, Chairman of the 
Medical Board of the Maternity Center 
Association, has also prepared a valuable 
little pamphlet labeled, ““A Talk to Pros- 
pective Fathers,” which gives in outline 
form information which a physician may 
give about childbirth and suggests topics 
for discussion. Both may be obtained 
from the Maternity Center Association, 
1 East 57 Street, New York, N. Y. The 
price of the Syllabus is 15 cents and that 
of the pamphlet is 10 cents. 
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Minnesota Nurses Study Mental Hygiene 


By MARY A. JOHNSON 


Mental hygiene was chosen by the nurses of Minnesota for 
a study program under the leadership of the state health 
department with the help of many coéperating groups 


N ANNUAL SERIES of discus- 
As meetings, the topics for which 

are based on the needs and prob- 
lems expressed by the nurses of the state, 
is planned by the State Department of 
Health in Minnesota as a part of its 
statewide staff education program in 
public health nursing. To the confer- 
ences come public health nurses, gradu- 
ate nurses in other fields, student nurses, 
and nursing advisory committee mem- 
bers. Previous to 1936 the members of 
the discussion groups had tried one year 
of regional conferences which had given 
them an opportunity to discuss a variety 
of problems and to realize the need for 
more concentrated study on some one 
particular problem. When question- 
naires indicated that most of the nurses 
felt a need for further study in mental 
hygiene, that topic became the choice 
for 1936-1937. 

The superintendents and supervisors 
of nursing schools and of public health 
nursing agencies had attended a week’s 
institute on psychiatric nursing given 
for two successive years at one of the 
state mental hospitals, under the spon- 
sorship of the state director of psychia- 
tric nursing. These nurses had consid- 
ered the time well spent, particularly 
since the discussions on case histories 
indicated that many of the patients’ 
problems had been recurring or cumula- 
tive. The public health nursing direc- 
tors knew that their staff nurses were 
finding many of these patients during the 
incipient stages of their illness but were 
not aware of the opportunities offered 


for helping them before their difficulties 
had progressed to an advanced stage. 

Public health nurses, working alone 
in their counties and in the schools, felt 
the pressure of mental problems that 
seemed to be growing as the number of 
unemployed families increased. Worry 
and frustration occurred in families that 
hitherto had managed to get along. Per- 
haps, too, nurses were becoming more 
conscious of their own emotional prob- 
lems. All of these forces no doubt influ- 
enced the nurses to select mental hy- 
giene as the topic for study. 


A COOPERATIVE PROGRAM 


The educational set-up in the State 
Department of Health in Minnesota 
would be more adequate if an educa- 
tional director for public health nursing 
were employed. However, certain 
phases of the educational program are 
delegated to a committee which is ap- 
pointed each year to act in an advisory 
capacity to the Division of Child Hy- 
giene in setting up the refresher courses.* 
Membership on this committee varies 
according to the subjects chosen for 
study. When mental hygiene was select- 
ed as the topic for 1936-1937, people 
dealing with the various phases of men- 
tal hygiene were asked to serve on the 
committee. 

Credit for outlining and planning the 
curriculum belongs to the director of the 


*On July 1, 1938, public health nursing was 
placed under a separate division of the State 
Department of Health. 
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child guidance clinic, Minneapolis Board 
of Education; the director of the insti- 
tute of child welfare, University of Min- 
nesota; the mental hygiene consultant, 
Minneapolis Community Health Ser- 
vice; and the educational director, St. 
Paul Family Nursing Service. Codper- 
ating also to make the year’s program 
effective were the University, through 
its Department of Preventive Medicine; 
the director of nursing education in the 
state mental hospitals, together with the 
superintendents of those hospitals; the 
State Medical Society; and the State 
Organization for Public Health Nursing. 

This committee, which met with the 
personnel of the Division of Child Hy- 
giene, realized that the intangible nature 
of the subject would lead to a feeling of 
helplessness unless it could be kept 
within the range of practicability both 
from the professional and the lay point 
of view. Since the personnel of the 


committee represented people who were 
acquainted both with the public health 


nurses and laity, the interests of both 
groups were kept in mind. Much of the 
basic subject matter had to be given in 
lecture form. In every instance, how- 
ever, the speakers on mental hygiene 
tried to connect the discourse with well 
known habits and attitudes in regard to 
such practices as eating and sleeping, and 
with fundamental emotional reactions 
such as anger, fear, hate, love, and jeal- 
ousy. The programs for the monthly 
conferences were as follows: 


First conference: 


1. Introduction to the study of mental hy- 
giene, given at all six centers by the director 
of the Child Guidance Clinic, Minneapolis 
Board of Education. 

2. Mental hygiene from the pediatrician’s 
point of view, given by different pediatricians 
who were especially interested in child guidance 
problems. 


Second conference: 


1. Motor and mental development of the 
child. 

2. Emotional and social development of the 
child. 
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These conferences were conducted by the 
director of the Institute of Child Welfare, Uni- 
versity of Minnesota, and his associate. 


Third conference: 


Mental hygiene as related to maternal, in- 
fant, and preschool periods. 

These conferences were led by mental hy- 
giene consultants from the Minneapolis Com- 
munity Health Service, and the St. Paul Fam- 
ily Nursing Service. 


Fourth conference (field trip to three state 
mental hospitals): 


1. Discussion and presentation of types of 
mental diseases. 

2. Ward walks. 

3. Demonstration of hydrotherapy, occupa- 
tional therapy, and organized recreation. 

The chairman of the advisory committee 
outlined in detail the program for the hospitals 
so that the field trip would bring out the 
theme of the course—the prevention of mental 
disorders. 


Fifth conference (spring institute) : 
1. Jury panel to summarize the year’s study. 
2. Special papers on recent trends. 
3. Case-study conferences (arranged in 
groups) with psychiatrists. 


The annual spring institute for public 
health nurses was the culmination of the 
program. At the spring institute, two 
entire days were given to the discussion 
of mental hygiene problems. A ques- 
tionnaire containing a list of problems 
in mental hygiene had been sent to all 
public health nurses, who were asked to 
check those problems which they met 
most frequently and to add any others 
not listed. The list included various 
problems related to childhood, problems 
of delinquency, problems of marriage, 
and the handling of the aged in the 
home. The lecturer in his final summary 
before the entire group discussed those 
problems which were mentioned most 
frequently. In addition, the nurses were 
asked to write up the case history of 
some family presenting special problems. 
The case histories were allocated to 
eight psychiatrists, each of whom had 
agreed to take a discussion group. Each 
nurse submitting a case history joined 
the group where her case study was being 
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discussed. These discussions stimulated 
other nurses to present their problems 
from the floor. Probably in no better 
way could the nurses have been made 
to realize how sketchy was their infor- 
mation regarding the families and how 
ready they had been to shift responsi- 
bility for helping the families. 

In order to bring the information to 
more people, the study centers were set 
up in six places that would be central for 
the people who wished to attend the 
meetings. With the exception of two 


conferences which were conducted at 
the time of the state nurses’ meeting and 
the field trip to the state mental hospi- 
tals, the studies were given at the re- 
gional centers on Saturday mornings 
spaced approximately one month apart. 


LIBRARY FACILITIES 


Two basic textbooks were suggested 
by the committee at the beginning of 
the year. In addition, the speakers sub- 
mitted bibliographies with their papers. 
The nurses were urged to supply them- 
selves with the textbooks and to encour- 
age their local public libraries to install 
these books for the use of the laity. 
When local library facilities were lack- 
ing, the state library supplied the books. 


NO UNIVERSITY CREDIT 


This series of studies was planned to 
meet current needs of the nurses and of 
their committee members. If it was to 


The more I have heard and seen of cold baths 
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accomplish this objective, it could not 
be restricted to those persons eligible for 
university registration. As a further in- 
ducement to the lay committees, the 
course was kept free of registration fees. 


SUMMARY 


The study of mental hygiene came 
about in response to a generally ex- 
pressed interest on the part of the nurses 
and their local committee members. A 
group of people well trained and suc- 
cessful in the field of mental hygiene 
gave a great deal of time and help in 
planning the course and in presenting 
the material. An effort was made to 
direct the thinking toward a better util- 
ization of present community resources 
as well as to point out community 
responsibility for improvements. Con- 
crete data to measure the success of this 
series is difficult to secure. However, 
reverberations continue to be felt from 
unexpected localities. Committee mem- 
bers have expressed their satisfaction 
with the course. Superintendents of 
schools have taken a more receptive 
stand on the matter of allowing school 
nurses to have time to attend the re- 
fresher course this year. Private duty 
nurses as well as public health nurses 
have expressed their appreciation for 
having had the opportunity to discuss 
their case problems and to have the 
possibilities of mental hygiene practices 
clarified. 


. . . the surer I have 


become that unless you are an iron man they had better be resorted to 
with caution. Like heavy gymnastics, fasting, and other strenuous prac- 
tices, they are all right if you are strong enough to stand them; but if you 
aren’t sure you are strong enough they are likely to do you more harm 


than good. 


’ From “Cold Baths and a Cold Tombstone,” Hygeia, July 1938. 
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“What's Done We Partly May Compute” 


By MABEL REID 


A summary of the N.O.P.H.N.’s yearly Organizations employing from one to 
review study for 1937 is published here more than one hundred nurses, located 
in many types of communities through- 
ONTINUING ITS SERIES of out the country, were included in this 
C annual studies begun in 1933 for group. 
the purpose of obtaining accurate Of the 577 agencies, 376 responded 
information about current changes and This number represented 65 percent of 
innovations in public health nursing, the those to whom questionnaires were sent, 
National Organization for Public Health and was distributed among the three 
Nursing sent questionnaires to 577 pub- types of organizations as shown in 
lic health nursing agencies last April.* Table I. 


TABLE I 
NUMBER OF AGENCIES PARTICIPATING IN STUDY 


Number of ques- Questionnaires returned 
Type of agency tionnaires sent Number Percent 


Total number of agencies 577 376 65 


Public health nursing associations 290 210 72 
Health departments 160 89 56 
Boards of education 127 77 61 


The questions which were asked cov- sible, rather than a maximum age at 
ered a wide range of subject matter. which retirement is compulsory. Sev- 
Their selection was largely determined  enty years is the age most frequently set 
by.the number and kind of inquiries by official agencies for compulsory re- 
coming to the N.O.P.H.N. office in re- tirement. This is the rule in 12 health 
cent months, for which no reliable an- departments and 16 boards of education 
swers have been available. Some of the supplying information. In the private 
information gleaned from these ques- organizations which have a definite re- 
tionnaires is summarized below. tirement policy the maximum age is 
somewhat lower; in 5 agencies it is fifty- 
} j five years, in 6 it is sixty years, and in 4 

Nine percent of the private organiza- jt js sixty-five years. Twelve public 
tions, 26 percent of the health depart- health nursing associations stated that 
ments, and 44 percent of the boards of the subject of compulsory retirement is 
education report that they specify an pow under consideration. 
age for retirement. In some of the offi- MARRIED NURSES 
cial agencies this is a minimum age at . A 
which retirement on a pension is pos- Considerable interest has been ex- 

pressed in policies concerning the em- 

*For the last published report in this series, ployment of married nurses. Slightly 


see “Our Annual Inventory,” HEALTH 
Nunsmc, October 1935, p. S18. ‘The results less than half the participating agencies 


of the 1936 study were not published. No report that they do appoint married 
corresponding study was made in 1937. nurses to their staffs, but many of these 
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comment that if two candidates are 
equally well qualified, preference is 
given to the unmarried nurse. Appar- 
ently married nurses find fewer oppor- 
tunities for employment by boards of 
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education than in other types of organ- 
izations. More agencies are willing to 
retain nurses who marry after appoint- 
ment than to appoint married nurses to 
their staffs. 


TABLE Il 
AGENCIES EMPLOYING MARRIED NURSES 


Agencies Agencies retaining 
Number of appointing nurses who marry 
Type of agency agencies married nurses after appointment 
reporting Number’ Percent Number Percent 
Public health nursing associations 210 04 45 118 56 
Health departments 89 52 58 62 70 
Boards of education 77 26 34 34 44 


MALPRACTICE INSURANCE 


Malpractice insurance is not common 
among public health nursing agencies. 
Nine private agencies, 2 health depart- 
ments, and 3 boards of education—less 
than 4 percent of the agencies studied— 
report that they do carry this type of 
insurance. Of the private agencies, one 
is covered by insurance carried by the 
hospital with whose out-patient depart- 
ment it is affiliated, and one carries 
insurance to cover only its student 
nurses. Those agencies which do carry 
this type of insurance are of varying 
size and are scattered throughout the 
country, the South being the only large 
geographical section not represented. 


LEAVE OF ABSENCE FOR STUDY 


More than half the private organiza- 
tions and health departments reporting 
(58 percent and 57 percent respectively ) 
grant leave of absence to staff nurses for 
study. Thirty-nine percent of the 


boards of education grant such leave, 
but nurses employed by this type of 
organization are usually free during the 
summer months, and in some instances 
have sabbatical leave privileges. The 
time allowed for study varies from four 
weeks to a full academic year. Approxi- 
mately half the private organizations and 
health departments and a somewhat 
smaller proportion of the boards of edu- 
cation (which allow study leave) pay 
at least a part of the nurse’s salary while 
she is away. 

Time off for study during office hours 
is allowed with pay by slightly more 
than a third of the public health nursing 
associations and health departments, and 
by one fourth of the boards of educa- 
tion reporting. This privilege without 
salary is granted by 7 percent of the 
private agencies and by 43 percent of 
the health departments. Obviously, 
local facilities for stuay will affect poli- 
cies on this subject. 


TABLE Ill 
SALARIES PAID BY AGENCIES ALLOWING STUDY LEAVE 


Total Proportion of salary paid to nurse on leave 
agencies Full Part None 
Type of agency granting Num- Per- Num- Per- Num-  Per- 
leave ber cent ber cent ber cent 
Public health nursing associations 122 46 38 14 11 62 51 
Health departments 51 17 33 8 16 26 51 
Boards of education 30 3 10 9 30 18 60 
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Scholarship and loan funds available 
to nurses (in addition to Social Security 
stipends) are reported by 36 public 
health nursing associations, 3 health 
departments, and 2 boards of education. 
Special gifts and bequests account for 
most of these funds. Other sources of 
such funds reported are a district asso- 
ciation of nurses, a staff council, a 
teacher's retirement fund, a state tuber- 
culosis league, and a President’s Birth- 
day Ball. In the last two instances, the 
fund provides for training in special 
fields. Nurses receiving aid from these 
funds are expected to return to the or- 
ganization for a certain period of ser- 
vice. The time most frequently speci- 
fied is one year. 


SALARIES 


Forty-three percent of the private 
agencies, 61 percent of the health de- 
partments, and 38 percent of the boards 
of education report that salaries paid to 
staff nurses are at their predepression 
level, either because no cuts were made 
or because all cuts have been restored. 
In January 1937, when the last 
N.O.P.H.N. salary study was made, this 
was true of approximately 40 percent of 
both the private agencies and health de- 
partments, and 22 percent of the boards 
of education studied.* These figures 
indicate a significant increase in salaries 
paid to staff nurses in official agencies. 


HEALTH DEPARTMENTS PROVIDE CARE 


Of the health departments reporting, 
15 (or 17 percent) offer bedside nursing 
care to cases of noncommunicable dis- 
ease, and 23 more departments give this 
service for demonstration only. Bed- 
side care for communicable disease is 
provided by 30 health departments (34 
percent of those reporting) and by 9 
more for demonstration purposes. Only 


6 of these report charging fees for the 
service. 


*“Salaries of Public Health Nurses, 1937.” 
Pustic HeattH NursInc, June 1937. 
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ELIGIBILITY FOR FREE SERVICE 


The replies to the question, “Have 
you a basis for determining eligibility 
for free nursing service to other than 
relief cases?” indicate that the decision 
as to whether a fee shall be charged is 
made by the individual nurse with help 
from her supervisor, and in some cases 
from the nursing committee. Items 
which are considered in making the deci- 
sion are income, size of family, obliga- 
tions, nature and probable length of 
illness, and attitude of family. Codpera- 
tion from otker agencies and particularly 
the social service exchange is frequently 
sought. In at least 6 agencies, all pa- 
tients under the care of private physi- 
cians are expected to pay for service. 
Some agencies distinguish between nurs- 
ing care of the sick and preventive or 
antepartum care, charging for the former 
but not for the latter. In one case the 
credit bureau is consulted. 

Six agencies have endeavored to solve 
this problem by furnishing free service 
to families whose income falls below a 
certain level. Where this level shall be 
depends on the type of community 
served, as is indicated by the fact that in 
one organization it is $48 per month, 
while in another located in the same state 
it is set at $125 per month. In two 
agencies, free service is given to families 
whose monthly income does not exceed 
$76, plus $10 for each child. 

Standard budgets, revised periodically, 
are used in 4 agencies to guide the nurses 
in making their decision about a family’s 
ability to pay. 


INCOME AND EXPENDITURES 


From 182 public health nursing asso- 
ciations, information on cash income and 
expenditures during the last two fiscal 
years was received in detail. These 
agencies report a combined income of 
$6,391,732 in 1936, and $6,732,346 in 
1937, an increase of 5.3 percent. The 


number of nurses employed by these 
agencies increased 2 percent, from 2986 
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in 1936 to 3044 in 1937. The propor- 
tion of income derived from each of sev- 
eral sources in 1936 and 1937 is shown 
in Table IV. 
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For this group of agencies, income 
from relief tax funds and from capital 


and endowment decreased in 1937, while 


income from all other sources increased. 


TABLE IV 


SOURCE OF CASH ——— RECEIVED BY 182 PUBLIC HEALTH 
RSING ASSOCIATIONS 


Source of income 


Percent of total income 
1937 1936 


Total income 


Relief tax funds 

All other tax funds 
Capital and endowment 
Contributions 

Earnings 

Other 


100.0 100.0 


8 14 
7.7 78 
7.9 8.9 

53.8 53.8 
29.1 27.5 
0.7 0.6 


Earnings were 11.7 percent higher in 
1937 than in 1936, earnings from all 
sources (individuals, insurance com- 
panies, and industrial concerns) having 
increased. Some income from tax funds 
was received by 65 percent of the 
agencies in 1937 toward all or part of 


their program. 
Cash expenditures by the same group 


of agencies amounted to $6,395,365 in 
1936, and $6,668,824 in 1937, an in- 
crease of 4.3 percent. How the total 
was distributed among the different 
items of expense each year is shown in 
Table V. This distribution has varied 
almost not at all during the past five 
years.* 

The percentage of total expense re- 


TABLE V 


DISTRIBUTION OF CASH EXPENDITURES IN 182 PUBLIC HEALTH 
NURSING ASSOCIATIONS 


Item of expense 


Percent of total expenditures 


Total expenditures 


Salaries 

Transportation 

Rent and related expense 
Office expense 

Nursing supplies and equipment 
Relief 


Other expense (laundry, insurance, con- 


ventions, dues, etc.) 


quired for transportation rises, and that 
for salaries decreases, as the size of the 
city decreases. The 17 agencies located 
in communities where the population is 
less than 5000 report that transportation 
accounted for 12.8 percent, and salaries 
for 69.6 percent of their total cash ex- 


penses in 1937. 


Although the distribution of each 
dollar spent by public health nursing 
associations among the various items of 
expense remains practically the same 


*“Our Annual Inventory.” Pusric HeattH 
Nursinc, October 1935. Based on reports 
from 181 agencies covering 1933 and 1934. 


1937 1936 
100.0 100.0 
82.3 82.6 
6.7 66 
3.1 3.1 
22 2.2 
14 15 
1 11 
3.2 2.9 
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from year to year, the number of dollars 
spent is increasing. In 1937 the cash 
expenditure per nurse was $2191, while 
in 1936 among the same agencies, it was 
$2142 per nurse. (A similar group of 


181 agencies reported a cash expenditure 
of $2073 per nurse in 1934.)* 
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This increase appears consistently in 
the expenditures reported by agencies of 
all sizes. How the expenditures per 
nurse in 1937 varied with size of staff is 
indicated by Table VI. 

This partial computation of what is 
being done in public health nursing is 


TABLE VI 


CASH EXPENDITURE PER NURSE DURING 1937 IN 182 PUBLIC HEALTH 
NURSING ASSOCIATIONS 


Number of 
agencies 
reporting 


Number of nurses 
on staff 


Total 


Cash expenditure per nurse 
Nursing All other types 
salaries of expenditures 


All agencies 


100 or more 
50 - 99 
25 - 49 
15 - 24 
10 - 14 
6 9 
2 5 


$2191 


$1598 $ 593 


1661 557 
1689 
1679 
1458 
1452 
1442 
1634 
1904 


2218 
2222 
2161 
2188 
1984 
2029 
2481 
3250 


made possible by the codperation of indi- 


*“Our Annual Inventory.” 
Nursinc, October 1935. 
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vidual agencies willing to report what 
they are doing. Suggestions for sub- 
jects to be included in future studies of 
this series will be welcomed. 
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Jessie L. Stevenson, R.N. 

Avis F, Frink, R.N. 

Louis Kleinfeld, M.D. 

Michael M. Davis, Ph.D. 
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NOTES from the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


NOTES FROM THE EXECUTIVE COMMITTEE MEETING 


Probably the most important action 
which was taken by the Executive Com- 
mittee of the N.O.P.H.N. at its meeting 
on November 4 was the appointment of 
a committee of five—Grace Ross, chair- 
man, Mrs. Charles Brown, Elizabeth G. 
Fox, Livingston Farrand, M.D., and 
Dorothy Deming—to codperate with the 
President’s Interdepartmental Commit- 
tee to Codrdinate Health and Welfare 
Activities, of which Josephine Roche is 
chairman, on matters relating to the 
National Health Program. This com- 
mittee will stand ready to represent 
public health nursing whenever ques- 
tions relating to the nurse’s part in the 
program are under discussion. The 
general attitude expressed in the resolu- 
tion passed by the American Public 
Health Association (see December 1938 
issue, page 729) was approved by our 
committee. 

A formal vote of thanks was sent to 
Dr. Thomas Parran, Jr., in recognition 
of the services he is rendering public 
health nursing, especially in his plans 
for the training of personnel in the field 
of social hygiene. 

The Executive Committee recorded its 
sorrow in the loss of I. Malinde Havey 
as a member of our Board and of Ella 
Phillips Crandall, the first executive 
secretary of the N.O.P.H.N. Appro- 
priate resolutions were spread upon the 
minutes and forwarded to members of 
their respective families. 

The Board appointed Mary Beard, 
National Director of Red Cross Nursing 
Service, to fill Miss Havey’s place. 

The following additional members 
were added to the Nominating Commit- 
tee: Helen Bond of Savannah, Georgia, 


and Emilie Sargent of Detroit, Michigan. 
Sophie G, Nelson was elected chairman 
of the Nominating Committee. The 
Nominating Committee will draw up the 
ballot according to the new plan voted 
upon by the membership in April 1938 
(see revision of the By-Laws). 

Plans for the organization meeting of 
the Council of Branches in January were 
outlined and the announcement was 
made of a new S.O.P.H.N. in Tennessee. 
(Since November, word has been re- 
ceived that Louisiana has formed an 
S.0.P.H.N. It is hoped it will apply for 
branch membership before the new 
year.) The Council of Branches will 
meet in New York on January 24. 

It was voted to turn over to the execu- 
tive committee of the Industrial Nursing 
Section the consideration of appointing 
a small committee of outstanding indus- 
trialists to try to influence or interest 
foundations in the support of our indus- 
trial nursing project. 

Progress reports were given on the 
following subjects: the orthopedic 
project, the study of quality of public 
health nursing services, prepayment and 
group insurance plans, standards of 
nurse placement bureaus, the Joint Com- 
mittee on Community Nursing Service, 
and eligibility requirements for agency 
membership in the N.O.P.H.N. The 
Committee on Administrative Practice, 
whose name was changed to the Com- 
mittee on Nursing Administration, gave 
a brief report on the progress of a study 
of tuberculosis records, and the execu- 
tive committee of the Board and Com- 
mittee Members’ Section asked to have 
the President appoint a committee to 
advise on developing lay committees to 
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assist in interpreting local health pro- 
grams. The request was granted. 

Finally, and by no means least, a ten- 
tative budget was adopted for 1939 
which will permit some expansion in 
staff service. This budget will be finally 
accepted by the Board of Directors in 
January. 
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Although the Executive Committee 
met from 9:30 until 3:30 with discus- 
sions continuing through the luncheon 
period, there was not a dull moment and 
not a single silent member! Four Board 
members attended as guests. 

DorotHy DEMING 
Secretary 


WITH THE STAFF 


Dorothy Deming made two trips to 
Washington, D. C., during December. 
She attended the annual meeting of the 
National Committee on Red Cross Nurs- 
ing Service on December 6 and on the 
9th she returned to Washington to par- 
ticipate in a round table discussion on 
problems of medical care administration, 
under the auspices of the American Pub- 
lic Welfare Association. 

Ruth Houlton spent December 23 in 
Chicago, II]. Among other places she 
visited the Tuberculosis Institute of 
Chicago and Cook County. 

Purcelle Peck made a trip to the South 
early in December. She spent December 
8 in Jackson, Miss., attending the 
annual meeting of the Mississippi 
Public Health Association, where she 
gave a talk on “An Effective Maternal 
Health Program in a Rural Area.” On 
December 9-12, she was in Birming- 
ham, Ala., visiting some of the health 
centers of the Jefferson County Board 
of Health and meeting with groups of 
nurses and lay people in that vicinity. 


From there she went to Atlanta, Ga., 
visiting the State Department of Public 
Health and meeting with groups of 
nurses and students there on the 13th. 
December 14 and 15 were spent in 
Columbia, S. C., and the 16th in Raleigh, 
N. C., visiting the nurses in the State 
Board of Health in each place and meet- 
ing with groups of nurses in each 
state. 

Ella McNeil made a survey of the 
nursing service of the Village Welfare 
Society of Port Washington, N. Y., on 
November 28 and 29. 

Dorothy Wiesner and Mabel Reid of 
our statistical department spent several 
days in December at the District Nursing 
Association in Providence, R. I., in con- 
nection with a project of the N.O.P.H.N. 
Committee on Nursing Administration, 
which is hoping to develop a method of 
measuring public health nursing through 
records. Miss Wiesner also spent a day 
early in December in Yonkers, N. Y., 
making visits to the homes with a staff 
nurse of the Visiting Nurse Association. 


STANDING ORDERS FOR THE NURSE IN INDUSTRY 


RITTEN STANDING ORDERS signed 

by the physician in charge should 
be in the possession of every nurse work- 
ing in industry, and some authorities 
think that they should be posted in the 
first-aid room. Through the use of 
standing orders the nurse’s field of use- 
fulness is increased tremendously. This 
is especially true where there is a part- 
time physician—and the tendency in 
industry today is to employ a part-time 
physician with a full-time nurse. 

While many physicians consider that 
it is not necessary for them to see every 
employee who comes to the _ health 
office—nor have they the time to do 
so—it is the nurse’s duty to keep the 
physician fully informed regarding all 
patients. She should bring to his atten- 
tion not only the more serious cases but 
the border-line ones as well, because the 
real responsibility for diagnosis and 
treatment rests with the physician and 
is not within the province of the nurse. 

Nurses are usually employed by the 
industrialist primarily for the purpose of 
giving first aid to his injured employees, 
redressing their injuries, and adminis- 
tering palliative treatment to those who 
are suddenly indisposed so that they may 
if possible remain on the job. However, 
we realize that nurses cannot practice 
medicine, because state supreme courts 
have repeatedly ruled that only a 
licensed physician may practice medi- 
cine according to law—and the nurse has 
no such license. Thus we see that the 


nurse’s only legal protection in carrying 
out certain procedures is written stand- 
ing orders signed by the physician in 
charge. 

Standing orders may range from a few 
simple directions given by a physician 
who is on call duty only, to definite but 
comprehensive orders given by a full- 
time physician for use when he is en- 
gaged elsewhere in the plant. The physi- 
cian in either case should exercise the 


greatest care in giving standing orders; 
he should be sure that these in no way 
conflict with state laws. The making of 
a diagnosis by a nurse is in most states 


definitely illegal. Therefore, standing 
orders which in any way entail diag- 
nosing by the nurse may lead into legal 
entanglements. 

Upon entering an industrial nursing 
service, the nurse should immediately 
ask the plant physician for written 
standing orders. She should obtain in 
writing the routine procedure for the 
care of injuries and for redressings. She 
should have in writing his definite orders 
for simple palliative treatment for the 
employee with the occasional indisposi- 
tion, which is encoun‘ered frequently. 

If there is no plant physician the nurse 
should insist that arrangements be made 
with some competent physician for call 
duty or part-time service; for a doctor 
licensed to practice medicine in the state 
should have jurisdiction over the medical 
work of the plant. This is necessary not 
only for the nurse’s own protection but 
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for the protection of her employer as 
well. 

The State Medical Society of Wis- 
consin has issued standing orders which 
are to be used as a guide for registered 
nurses employed in industry. The So- 
ciety emphasizes, however, that these 
orders are not meant to supersede the 
orders of the physician in charge, nor 
are they to be considered as instructions 
or authorizations unless they are signed 
by the physician in charge. Thus we see 
that even in Wisconsin these standing 
orders offer no protection for the nurse 
working alone without a physician in 
charge; while in New York State the law 
specifically requires medical supervision 
for health departments in industry. 
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It is apparent, therefore, that the in- 
dustrial nurse who has not had the fore- 
sight to protect herself with written 
standing orders signed by the physician 
in charge is assuming a tremendous risk 
and responsibility. She may be—how- 
ever unwittingly—violating the medical 
practice act; and the result of this viola- 
tion could be legal complications not 
only for the nurse but for the employer 
as well. 

H. MacDona tp, R.N. 


Farr Alpaca Company, 
Holyoke, Massachusetts 


Presented before the joint conference of the 
New Jersey, New York, Philadelphia, and New 
England Industrial Nurses, New York, N. Y., 
October 29, 1938. A report of this meeting 
was published in December, page 733. 


HOW ARE NURSES NOTIFIED OF EMPLOYEES’ ILLNESS? 


OW MAY the industrial nurse receive prompt information concerning employees 
who are absent because of illness? This important question was discussed at 
the industrial nursing session at the National Safety Congress in Chicago, Illinois, 


October 13, in connection with a paper by Frances E. Silbaugh. 


(See December 


issue, page 730, for a report of the Congress.) 
Two of the nurses who participated have written down their remarks for pub- 


lication here. 


We should like to hear from other industrial nurses regarding the 


plans which are carried out in their organizations for reporting illness to the nurse. 


FOREMAN REPORTS TO NURSE 


The following plan for keeping the 
nurse informed in regard to the illness of 
employees is used in our plant. When 
an employee is unable to come to work 
for any reason he must see that his fore- 
man is notified, either by telephone or 
message; when an employee reports ab- 
sence due to illness, the foreman sends a 
“Report of Illness” to the nurse (see 
form, page 46). 

If the employee is away from work 
more than one day, he is visited on the 
second day by the nurse. If the report 
contains anything which may indicate 
the need of immediate attention or if 
the employee sends a request for the 
nurse, she calls on the first day he is at 
home. 


In any case, whenever he has not seen 
his doctor before he returns to work— 
even after one day’s illness—the nurse 
takes his temperature, pulse, and respira- 
tion, and checks on his other symptoms, 
to determine whether there is any reason 
why he should not go to work. If she 
finds him apparently normal, he is 
allowed to return. But if there is any 
indication of communicable disease or 
symptoms which indicate danger to the 
employee himself, he is required to pre- 
sent a doctor’s permission before return- 
ing to work, 

When the employee returns to work, 
the lower half of the form, “Return to 
Work Permit,” is filled in by the nurse, 
in accordance with the directions of the 
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family physician, and sent to the fore- 
man. 

In case of one day’s illness not requir- 
ing a doctor or where one has not been 
called, the nurse herself fills in the permit 
to return to work. She specifies only 
that he is apparently improved and may 
resume work; therefore, she does not 
take the responsibility for saying def- 
initely what his condition is. 

If there were a full-time physician at 
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the plant, the permission to return to 
work would of course be made out by 
him, and he would check on ill employees 
when they return. The same form might 
be used. Also, this form could be sent 
to the nurse or physician from the time 
office or from wherever the employee’s 
absence is reported. 


La Vona Bass, R.N. 


The Quaker Oats Company, 
St. Joseph, Missouri 


THE QUAKER OATS COMPANY 
St. Joseph, Mo. 


Report OF ILLNESS 


Name 


Address 


First date of absence 


(date) .. 


(Regular ) 
Present condition permits (Medium) work. 

(Light ) 
M-437 


Foreman 
No 


Signed 


TIMEKEEPER REPORTS TO NURSE 


Because of reports required by the 
unemployment insurance law of Wiscon- 
sin, the timekeepers are required to give 
the reason for absence of employees. A 
copy of the list of absentees is sent each 
morning to the nurse. If the reason for 
the employee’s absence is known, it is 
recorded after his name as: ill, injured, 


or personal reasons. If the reason is 
unknown, the nurse calls at the patient’s 
home, unless he can be reached by tele- 
phone. If illness is found, the case is 
followed up further by the nurse. 


R. ANpREwsS, R.N. 


Bucyrus-Erie Company, 
South Milwaukee, Wisconsin 


THE WINNER 


We are happy to announce that the drawing of our new section heading was done by 
Mrs. Hazel H. Leedke, industrial nurse, employed by the Shell Petroleum Corporation of 
East Chicago, Indiana. She was awarded a year’s subscription to PUBLIC HEALTH 
NURSING. There were 19 entries in the contest which closed on December 1 and there 
were so many good ones that the judges had difficulty in choosing the winner. However, 
we are hoping to use several of the drawings as tailpieces from time to time. 


page 27 for the last article of the J. J. Bloomfield series on “Industrial Hygiene and the Nurse,” 


and news note on page 66. 


Return TO WorK PERMIT 
able to resume work on 
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THE HARD-OF-HEARING CHILD IN SCHOOL 


By ENA G 


The nurse should be able to give sug- 
gestions to parents and school personnel 
who are anxious to help hard-of-hear- 
ing children overcome their handicap 


VEN THOUGH a thorough pre- 
E ventive program is carried out for 

the early detection and treatment 
of hearing defects in children, our 
responsibility to all hard-of-hearing chil- 
dren has not been fulfilled. There are 
cases that do not yield to treatment, so 
that a serious hearing loss may remain. 
Others are only slightly handicapped at 
present, but there is evidence that their 
hearing loss will increase. Still others 
have a good prognosis but are not work- 
ing up to the level of their ability in the 
classroom. What more can be done for 
these children? 

It is here that the problem of the 
hard-of-hearing child becomes the re- 
sponsibility of the educational system. 
The public health nurse can be of great 
service if she is able to give intelligent 
advice to parents and school officials 
who are unaware of what may be done 
to help these children overcome their 
handicap. 

One of the first considerations should 
be the seating of these pupils in the 
classroom. If the hearing impairment 
is slight and the prognosis is good, the 
problem may be solved by the right seat- 
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ing arrangement. Any plan for the seat- 
ing of hard-of-hearing pupils must take 
into consideration the grouping of the 
pupils for various activities; however, a 
few general rules may be observed. 

If the hearing impairment is in one 
ear only, or if there is much better hear- 
ing in one ear than in the other, the pupil 
should be seated at one side of the group 
with the better ear toward the class. If 
his hearing is impaired in both ears, he 
should be placed near the center front of 
the group or as near the speaker as pos- 
sible. In the case of older pupils it may 
be wise to allow them to experiment and 
determine for themselves in what part 
of the room they can hear best. It 
should be borne in mind, however, that 
the pupil may be sensitive about his 
handicap, and in a hope of concealing it 
he may choose a seat that would not be 
advantageous. The privilege of a choice 
in seating should be granted only to 
those who admit their handicap and may 
be relied upon to make good use of the 
privilege. 


LIP-READING 


Even though all hard-of-hearing 
pupils are seated as advantageously as 
possible, there will still be some in need 
of further help. Lip-reading is the next 
consideration. Lip-reading is the art of 
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understanding speech by watching the 
movements of the speaker’s face. It is 
of inestimable value in understanding 
speech as well as because of the training 
in concentration which it offers. As a 
result of this training the pupils tend to 
make a better use of what hearing they 
have as well as being able to fill in with 
their eyes what their ears fail to catch. 

Usually the first question that is asked 
in regard to the eligibility of pupils for 
lip-reading classes is: “At what percen- 
tage of hearing loss should the study of 
lip-reading begin?” 

There is no doubt that every child 
who has progressive deafness should 
study lip-reading, however slight his 
hearing loss may be. Also, every child 
whose hearing loss is already a noticeable 
handicap should have this means of help. 
The selection of other pupils besides 
these for lip-reading classes is more com- 
plicated. The percentage of hearing 
loss is only one consideration. If the 
selection is to be made wisely, several 
points must be considered. Among these 
are the diagnosis and prognosis given by 
the otologist; the question of whether 
the pupil is working up to the level of 
his ability in the classroom; the child’s 
social adjustment, and his speech. 

A certain percentage of hearing loss 
may be a handicap to one pupil but may 
prove very little if any handicap to an- 
other. This is because some pupils tend 
to be alert and attentive and make an 
effort to hear, while others do not exert 
themselves if they do not hear easily. 
The type of deafness may be a factor in 
these cases also, since a person with con- 
duction deafness can interpret the sounds 
he hears better than the person with 
perception deafness. (See “The Preven- 
tion and Treatment of Deafness,” by 
Dr. Gordon Berry, April 1938 issue, 
pages 220 and 221.) Consequently, of 
two pupils with the same stationary 
hearing loss, one may be in need of the 
training offered in the lip-reading class, 
while the other may progress normally 
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without it. A close watch should be 
kept on the pupils who seem to progress 
normally in spite of hearing impairment, 
however, to make certain that they are 
not keeping up with their group at the 
expense of excessive nervous strain. 

There is little value in the judgment 
of parents or that of the children them- 
selves as to whether the hearing loss is a 
handicap and whether there is need of 
lip-reading. Pupils often insist that 
they hear everything in school, because 
they have no realization that others are 
hearing more than they are. They have 
no standard by which to compare them- 
selves with others. Parents often insist 
that their child hears everything at home 
or that he hears “when he wants to” 
without realizing that a person may have 
a measurable or even considerable hear- 
ing loss without it being evident to his 
associates. 

Such questions as the following may 
help in determining the pupil’s need of 
lip-reading. 

1. Would he be able to work with a faster- 
moving group if he were not handicapped by 
his hearing impairment? 

2. Is he alert and attentive in the classroom? 

3. Does he take part in classroom discus- 
sions ? 

4. Is he laboring under the handicap of a 
foreign language spoken in the home? 

A common reply to the inquiry as to 
whether a pupil’s school work is average, 
above average, or below average, is: ““He 
is doing average work for his group.” 
Investigation may prove that his mental 
ability is greater than that of the others 
in his group, but that his hearing im- 
pairment prevents his being placed in 
the faster-moving group. Lip-reading 
may help him to work satisfactorily with 
this group. 

Not all pupils who are listless and 
inattentive are hard of hearing, but it is 
difficult to pay close attention when one 
does not hear easily. The training in 
the lip-reading class gives the pupil prac- 
tice in sustained attention and may thus 
help him to do better school work. 
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A pupil may take little or no part in 
classroom discussion because of shyness, 
but his failure to participate may also be 
due to the fact that he does not under- 
stand what other pupils say. Because it 
is practically impossible for the hard-of- 
hearing pupil to have a clear view of all 
pupils in the class, he cannot get class 
discussion by lip-reading alone. But the 
pupil who is slightly handicapped hears 
at least a part of what is said, and his 
lip-reading, together with his increased 
alertness and more sustained attention 
due to lip-reading, are of great help to 
him. 

A child with slight or moderate hear- 
ing loss is more apt to need lip-reading 
if a foreign language is spoken in the 
home. The foreign language increases 
the confusion of sounds that he must 
interpret. His confusion may be evi- 
denced by poor or defective speech. 

The teacher who sees the child every 
day can often give helpful advice as to 
the need of lip-reading. However, it 
should be borne in mind that teachers as 
well as parents may think that the child 
can hear “if he wants to” and so not 
realize that he is really handicapped by 
his hearing loss. 

As will be seen, there are many factors 
to be taken into consideration before 
placing a pupil in the lip-reading class. 


REGULAR CLASSES WHEN POSSIBLE 


It is our aim to help the hard-of-hear- 
ing child to be as much as possible like 
the child with normal hearing. For this 
reason he should be kept in the regular 
classes in the public schools unless, even 
with the help of lip-reading, he is un- 
able to make normal progress or unless 
his speech and language are seriously 
affected. These children with a severe 
handicap should be sent to a school for 
the deaf or placed in a separate class in 
the public schools where the same meth- 
ods of teaching are employed as in the 
schools for the deaf, 

In most cities and towns where lip- 
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reading is offered to hard-of-hearing 
children, an itinerant teacher of lip- 
reading is employed. These itinerant 
teachers go about from school to school 
giving help to children who need it. The 
children are taken from their regular 
classes for the period of the lip-reading 
lesson only. The length of the periods 
varies from twenty minutes for kinder- 
garten and the first grade to fifty or 
sixty minutes in the senior high school. 
During the first year of lip-reading 
study, two lessons a week are needed to 
ensure progress. After a year’s study, 
unless the pupil finds the work difficult, 
a practice class once a week will be 
sufficient for most pupils to maintain 
their skill. 

In some cities one of the regular 
teachers in each building or each district 
is trained as a teacher of lip-reading and 
teaches the hard-of-hearing children in 
addition to her regular program. Better 
results are obtained if such teachers are 
under the supervision of one person. 
Small towns may combine in employing 
a teacher of lip-reading just as they com- 
bine in employing a superintendent of 
schools or a supervisor of music and 
drawing. 

Many teachers unconsciously add to 
the difficulties which the hard-of-hearing 
child must overcome. The hard of hear- 
ing are dependent upon seeing the face 
of a person who is speaking. A teacher 
who has hard-of-hearing pupils in her 
room should be reminded that when she 
stands close to their desks the sound of 
her voice carries over the pupils’ heads 
and forces them to tip their heads back 
to an uncomfortable position in order 
to get a view of the speaker’s face. 
Usually they get a view of the chin only 
and so have no opportunity to use their 
lip-reading ability. 

Teachers should be reminded also that 
they should avoid standing before a 
window. Such a position means that all 
the pupils have to face a strong light. 
In addition to this discomfort, the hard- 
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of-hearing pupil has difficulty in under- 
standing the speaker, whose face is prac- 
tically invisible against the light. The 
public health nurse may tactfully remind 
teachers of these facts and thus help the 
hard-of-hearing child. 

Parents, teachers, and hard-of-hearing 
children themselves need to be impressed 
with the fact that one of the best ways 
to prevent deafness from increasing is 
to have a sound, healthy body. They 
should be taught that: 


1. Malnutrition and poor health habits re- 
sult in a lowered resistance to colds, which in 
turn may seriously affect the ears. 

2. Running ears, repeated colds, diseased 
tonsils, and adenoids are forerunners of ear 
trouble and must have medical attention. 

3. Proper food, fresh air, sleep, and rest will 
build bodies that can better resist or overcome 
the causes of hearing impairment. 


It is the hope of those interested in 
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the problems of the hard of hearing that 
public health nurses will keep for refer- 
ence the series of articles on the handi- 
cap of impaired hearing that have been 
published in recent numbers of PuBLic 
HEALTH NursInoc, and that they will 
continue to coéperate with the local and 
national societies for the hard of hearing 
in their efforts to prevent deafness and 
to help those whose hearing is perma- 
nently impaired to overcome their handi- 
cap. 


Epiror’s Note: This is the last in a series 
of five articles on various phases of the prob- 
lem of deafness. The four articles that ap- 
peared during 1938 are: “The Adult Who Is 
Hard-of-Hearing,” by Eliza C. Hannegan, 
March; “The Prevention and Treatment of 
Deafness,” by Dr. Gordon Berry, April; ‘‘Find- 
ing the Hard-of-Hearing Child,” by Joseph B. 
Kelly, May; and “The Rural Child Who Is 
Hard-of-Hearing,” by Laura Stovel, November. 


NATIONAL HEALTH SURVEY ON HEARING STUDIES 


The United States Public Health Ser- 
vice has recently released Preliminary 
Reports of the National Health Survey 
of 1935-1936 on hearing studies, in the 
form of three bulletins.* These cover 
(1) the significance, scope, and methods 
of a clinical investigation of hearing in 
the general population (2) a preliminary 
analysis of audiometric data in relation 
to clinical history of impaired hearing 
(3) the prevalence of aural pathology 
of impaired hearing among males and 
femaies of various ages. 

The clinical investigation of hearing 
was ably organized and managed by Dr. 
W. C. Beasley, senior administrative 
officer. It involved a very comprehen- 
sive study of about 9000 persons of 


*These bulletins may be secured from the 
Division of Public Health Methods, National 
Institute of Health, United States Public 
Health Service, Washington, D. C. 


various ages to determine the incidence 
and the degree of hearing impairment, 
as well as the history and the pathology 
present in each individual case. One 
half of the subjects examined did not 
complain of any hearing deficeincy. No 
similar work on a comparable scale em- 
ploying the accurate tests made possible 
by the audiometer has ever been under- 
taken. 

The facts brought out by the statis- 
tical analyses which ‘ave already been 
made yield much valuable information 
for those working in the field of preven- 
tion of deafness and its amelioration. 
By implication they emphasize the im- 
portance of early discovery of hearing 
deficiency and the prompt removal of 
active causes as the most effective means 
of preventing hearing defects. 

Horace Newnart, M.D. 
Minneapolis, Minnesota. 


LIFE AND GROWTH 
By Alice V. Keliher, with the Commission on Hu- 
“ man Relations, Progressive Education Associa- 
tion. 245pp. D. Appleton-Century Company, 

New York, 1938. $1.20. 

Because of the unusual interest in this 
book we are publishing two brief reviews 
of it. Dr. Laton-Conrad is especially 
interested in the education of secondary 
school pupils in the sciences. 

Miss Roys is a school nurse who has 
used the preliminary edition of this text 
in her health classes in secondary school. 


This volume is based on questions 
asked by young people concerning per- 
sonal development and social relations 
and represents the judgment of the Com- 
mission as to facts and interpretations 
which give the most satisfying and valid 
answers. Material from genetics, social 
anthropology, anatomy, physiology, em- 
bryology, epidemiology, and psychology 
is presented in a form designed to give 
information and to build wider tolerance, 
a heightened sense of security, and better 
understanding of social customs. The ap- 
proach through consideration of social 
customs is disarming and allows a mat- 
ter-of-fact exposition of such topics as 
petting, puberty, menstruation, human 
reproduction, and inheritance of venereal 
disease. 

The style is winning; the topical refer- 
ences are up-to-date. Complex ideas are 
presented in admirably lucid yet accu- 
rate form. 

Any honest attempt to speak frankly 
to the next generation on matters of vital 
concern will meet with disagreement. 
Many will disapprove the selection of 
facts and certain interpretations. Many 
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communities will probably not be willing 
to place material of this kind in the 
hands of adolescents. It is, however, a 
thought-provoking volume which adults 
dealing with adolescents must not over- 
look. 
Anita Laton-ConrabD 
Berkeley, California 


This book should satisfactorily fulfill 
the purpose of the author, which is to 
help young people with their personal 
and social problems. 

The subject matter dealing with in- 
telligence, heredity, ductless gland func- 
tioning, sex development, and sex func- 
tioning is exceptionally well presented. 

The drawings used are helpful. Those 
dealing with the anatomy of the sex 
organs are of unquestionable value as 
visual aids in understanding the scien- 
tific explanations. Their inclusion, how- 
ever, makes the book more useful for 
individual counselling purposes than for 
a general classroom text or reference at 
the high-school level. 

Gtapys Roys, R.N. 
South Bend, Indiana 


CARE DURING THE RECOVERY PERIOD IN 
PARALYTIC POLIOMYELITIS 


By Henry _O. Kendall and Florence P. Kendall. 
92pp. Public Health Bulletin No. 242, U. S. 


This monograph has been prepared by 
physical therapists with years of experi- 
ence, which qualifies them to outline the 
care of poliomyelitis patients from the 
preparalytic through the early con- 
valescent stages. The introduction, by 
Doctors George Bennett and Robert W. 
Johnson, Jr., states concisely the changes 
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produced by the virus in the anterior 
horn cells during the acute stage. These 
changes explain the delayed recovery 
period. They also explain the need for 
protection of affected muscles and joints, 
and for muscle re-education planned and 
executed by skilled persons. Excellent 
illustrations depict methods of support 
as outlined by the authors. 

The chapters on the examination of 
muscles are well organized and readily 
understood. This monograph is an ex- 
cellent reference for those qualified for 
physical therapy or orthopedic nursing. 
It can well be used as a text in courses 
preparing individuals for work with 
crippled children. 

MARION BALLANTYNE, R.N. 
Brooklyn, New York 


TUBERCULOSIS AMONG CHILDREN AND 
YOUNG ADULTS 


~e Arthur Myers, Ph.D., M.D. 40lpp. Charles 
wa Springfield, Tilinois, second edition, 

For those who are interested in the 
latest conception of tuberculosis as it 
affects children and young adults, I 
recommend a careful reading of this 
book. It gives a very comprehensive 
review of the subject, clearly written, 
easily understood, and presented in a 
very orderly manner. 

It effectually disposes of the specter 
of tuberculosis as a congenital disease 
and throughout stresses the important 
fact that tuberculosis is a preventable 
disease. It makes a very strong point 
of the fact that prevention of the disease 
is certain only if children—and adults, 
as well—are prevented from acquiring 
the original or first infection type of 
tuberculosis. 

Not all workers will be in entire agree- 
ment with Dr. Myers’ views in every 
instance. Certification of families who 
are free from tuberculosis infection, for 
example, would savor of bringing up 
children in a hothouse atmosphere. 

There are minor flaws in an otherwise 
excellent book which merits a place as a 
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textbook for all students—whether of 
nursing or medicine—who should be 
informed of the proper importance to be 
placed on tuberculosis in the child. Em- 
phasis is placed on the true value of the 
tuberculin test and the need to discover 
early cases of the reinfection type of the 
disease by the frequent x-ray of those 
adults already shown to be infected. 
Emphasis is also placed on the need of 
searching for old, active, chronic cases 
of tuberculosis among the aged, in an 
effort to prevent the initial infection in 
the child. 
Marion F. Loew, M.D. 
Albany, New York 


YOU CAN SLEEP WELL 
By Edmund Jacobson, M.D. Whittlesey 
omp: 


House, McGraw-Hill Book any, New 
York, 1938. $2. 


Many nurses are familiar with Dr. 
Jacobson’s former books on the use of 
his carefully developed technique of 
relaxation. The present volume, which 
has the format of a novel and reads as 
interestingly, describes his six steps for 
preparing for sleep by means of muscular 
relaxation, and illustrates the method by 
photographs. 

The material is applied skillfully, and 
with humor and understanding, to the 
insomnia problems of present-day peo- 
ple, whose perplexities refuse to be ban- 
ished at bedtime. The chapter on Your 
Child’s Sleep, however should not be 
read out of its context. The closing 
chapters describe theories of sleep and 
current laboratory experiments which 
are adding to knowledge in this com- 
paratively unexplored subject. 

RutH GILsert, R.N. 

Hartford, Connecticut 

TENTATIVE OUTLINE FOR A SURVEY OF 
COMMUNITY NURSING SERVICE 

By Joint Committee on Community Nursing Ser- 


vice. 6lpp. 50 West 50 Street, New York, 
1938. $1. 


This outline was prepared by a sub- 
committee of which Alma C. Haupt is 
chairman. There are eight sections cov- 
ering the community, registry service, 
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hospital nursing service and associated 
school of nursing, public health nursing 
service in health departments, schools, 
voluntary or private agencies, and in 
industries, and office nursing. 

The schedules for collecting informa- 
tion on each of the above seem to cover 
all essential data. They are not unnec- 
essarily technical, if the premise is ac- 
cepted that knowledge of the needs, 
facilities, and available services is a 
primary necessity for the building of an 
adequate community nursing service. 

Supplementary material including in- 
structions for making a survey and a 
bibliography for use in interpreting the 
findings accompany the survey outline. 

Mary E. B.Iss, R.N. 
New York, New York 


THE TRAFFIC IN HEALTH 
By Charles Solomon, M.D. 405pp. Navarre Pub- 
lishing Company, New York, 1937. $2.75. 

This is another of the books disclosing 
the uselessness and harmfulness of a 
great many patent medicines and drugs. 
Wherever the author gives destructive 
criticism he offers a constructive sugges- 
tion as to what noninjurious ingredients 
may be purchased at a considerably 
lower price than most of the patent 
medicines and cosmetics. 

ANN PRITCHARD 
New York, New York 


A STUDY OF THE INCIDENCE AND COSTS 
OF ILLNESS AMONG NURSES 


By Joint Committee on the Costs of Nursing Ser- 
vice and Nursing Education of The American 
Hospital Association, The National League of 
Nursing Education, and e American Nurses’ 
Association. National League of Nursing Educa- 
tion, 50 West 50 Street, New York, 1938. 50c 
More than two hundred nursing 
schools supplied the data for this study 
by reporting over a period of twelve 
months on the health of their 17,364 
students and 8794 graduate staff nurses. 
The average annual illness for the 
former group was found to be 8.3 calen- 
dar days and for the latter 6.6 days. 
Geographical and seasonal variations 
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are clearly presented by the use of 
charts and graphs. Interesting compari- 
sons are drawn between the illness rec- 
ord of students on various affiliating ser- 
vices and those in the home hospital, 
and between the average number of 
days of illness of nurses (graduate and 
student) and those of college students 
and women in the clerical, industrial, 
and teaching fields. 

An attempt is made to estimate the 
cost of caring for students and staff 
nurses during periods of illness. The size 
of this estimate compels the reader to 
give careful consideration to the recom- 
mendations made. 

In addition to the questionnaire used 
in the study, the appendix includes a 
simple form and a suggested method for 
computing the yearly illness record 
which might be adapted for use by pub- 
lic health nursing organizations. M.R. 


THE FAMILY IN HEALTH AND IN ILLNESS 
By Flerence Brown Sherbon, M.D. 516 pp. Me- 

Graw-Hill Book Company, New York, 1937. $3.00. 

This text in four units presents: Posi- 
tive Health; Communicable Diseases; 
Care of Illness in the Home; Safety 
First and What to Do in Common 
Emergencies. 

A single chapter in the unit on Posi- 
tive Health is devoted to Public Health 
and the Family. Here, under the head- 
ing of Control of Communicable Dis- 
eases, we find: “To carry out such a 
program, a full-time health officer, a 
sufficient staff of public health nurses, 
and access to a diagnostic laboratory 
are necessary.” An equally brief refer- 
ence to “school nurses” completes the 
place of the public health nurse in this 
consideration of family health. 

The presence of a physician seems to 
be taken for granted in the unit de- 
voted to care of illness, although neither 
here nor in the public health unit is the 
family physician discussed as one of 
the health resources. Professional 
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nurses are not mentioned in relation to 
the care of the sick either as private 
duty nurses or as public health nurses to 
teach and supervise the care given by 
the so called home nurse. 
These appear to be oversights in what 
otherwise seems an excellent text. 
ELEANOR W. MUMFORD 
New York, N. Y. 


THE TOASTMASTER’S MANUAL 
239pp. Maxwell 
$2.50. 


Edited by Harold W. Donahue. 
Droke, Indianapolis, 1937. 
This book is written primarily for 
those responsible for arranging for 
luncheon club meetings, large conven- 
tions, and big meetings. However, there 
are certain facts about the importance 
of publicizing the meeting, careful selec- 
tion of the right chairman for the pub- 
licity committee, careful selection of a 
speaker, and methods of getting your 
talk across, which are applicable to 
smaller meetings as well. There are 
many suggestions for “ice breakers” or 
pat stories which those who can use a 
story effectively can copy. Also, several 
suggestions are made for tricks to add 
interest to meetings. The style is in- 
formal and breezy, and very readable. 
E.K.D. 


FOR THE STORYTELLER 


Prepared by Mary J. Breen. 44pp, National Rec- 
reation Association, New York, 1938. 35c. 


The author in this little booklet has 
given practical and helpful suggestions 
for the amateur storyteller. In a brief 
and concise fashion she has given 
pointers on the time to tell stories, size 
of the group, selection of stories for 
different age-groups, preparation and 
technique in telling the story, and place 
of storytelling in the playground 
program. 

An especially helpful and valuable 
feature is the classified list of stories and 
books. This bibliography, classified 
under fourteen headings, is fairly exten- 
sive. A brief annotation for each refer- 
ence adds to the value of the list. In- 
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cluded also is an index of the stories 
which appear in the bibliography. 
Amateur storytellers will find this 
booklet a valuable guide. 
E. R. HAWKINS 
New York, New York 


THE ADOLESCENT 


By Ada Hart Arlitt, Ph.D. 
House, McGraw-Hill 
York, 1938. $2. 


242pp. 
Book ‘ompany, 


Whittlesey 
New 


Dr. Arlitt has presented in her new 
book, The Adolescent, a_ strikingly 
healthy and understandable picture of 
the varied physiological, psychological, 
and sociological factors with which the 
adolescent is confronted. She has skill- 
fully avoided the pitfalls of many writers 
who insist upon portraying adolescence 
as an isolated period teeming with emo- 
tional tension. 

Without attempting to lay down spe- 
cific rules for meeting particular prob- 
lems, the author endeavors to give to 
parents a philosophy or an attitude 
toward the adolescent period in particu- 
lar and life in general which allows them 
to view with less anxiety the successes, 
failures, and disappointments which nat- 
urally occur in the process of growing up. 

Some of the problems discussed are 
the changes which the new social order 
has wrought and the effect of these 
changes upon the independence of youth. 
It is made clear that obedience is not an 
end in itself but a means to an end. The 
author stresses the difficulty in living in 
an atmosphere of constant criticism; 
the way in which such an environment 
leads to evasions in meeting both people 
and situations; the value of keeping the 
child’s confidence by frankness; and the 
importance of respecting his beliefs and 
opinions. These are some of the topics 
which are covered in such a clear and 
concise manner that every parent would 
profit by the reading of this book, even 
though it be but a review of what they 
already know. 

Douctas A. THom, M.D. 


Boston, Massachusetts 
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PUBLIC ASSISTANCE 


The Public Assistance Worker. By Russell H. 
ng toe Russell Sage Foundation, New 
York, 1938. $1. 


America on Relief. By Mrs. Marie Dresden Lane 
and Francis Steegmuller. 180pp. Harcourt, Brace 
and Company, New York, 1938. $2. 

Two small but valuable books on 
problems and methods of public assis- 
tance appeared almost simultaneously. 
The Public Assistance Worker contains 
six articles by as many writers, designed 
for the use of inexperienced relief work- 
ers. The articles include discussions of 
what public assistance is, who shall be 
granted public aid, problems of medical 
care, and methods of dealing with people 
in need. The last article by Margaret 
Rich of the Family Welfare Association 
of America is an excellent statement of 
the purposes and methods of the case 
worker as applied to the field of public 
assistance. The theme of the book is 


that only by the individualization of 
human beings in need can the granting 


of assistance be made effective. This is 
in contrast to the methods of the Works 
Progress Administration which provides 
a mass program. 

The second and more significant book 
is America on Relief. Mrs. Lane, con- 
sultant on the staff of the Works Prog- 
ress Administration for New Jersey, 
Delaware, and the District of Columbia, 
in telling her story to Mr. Steegmuller 
attempts to answer two questions: How 
has America’s relief program worked 
since 1933? How is it working now? 
The discussion does not include the 
contributions of the social security pro- 
gram, but is limited to the programs of 
the extinct Federal Emergency Relief 
Administration and the present WPA. 
In an easy-to-read manner the authors 
venture criticisms and suggestions con- 
cerning some of the activities of the 
WPA. The reading audience should be 
large. 

Work for relief is the basic charac- 
teristic of the WPA. The social worker 
has been discarded from the program 
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and Mrs. Lane believes that certain of 
the techniques of the case worker would 
benefit the program and make it more 
equitable. 


Some of Mrs. Lane’s conclusions and 
opinions may be summarized as follows: 


1. Although relief is necessary for the 
migratory or transient person, this problem 
is not essentially one of relief, but of labor. 

2. Sixty percent of the women on WPA are 
unskilled. Many of them are on sewing proj- 
ects which have become “for women what the 
ditch-digging projects were for men.” Num- 
bers of these women should be at home caring 
for their children and receiving an ample 
mother’s assistance grant. The sewing proj- 
ects should be made really useful and per- 
manent for competent women, and _ those 
women who have had no previous work ex- 
perience should be removed from this enter- 
prise. 

3. The WPA is doing perhaps its most 
“magnificent work” in the field of disease con- 
trol in projects such as the construction of 
sewers and sanitary toilets, provision for 
mosquito eradication, and water purification. 

4. Excellent as has been the effect of the 
Civilian Conservation Corps on youth, em- 
phasis should be placed on vocational training 
and guidance and not on relief. The regis- 
tration for camps should be determined by 
the number of boys who desire and are 
fitted for training in some field. Relief pay- 
ments to the boys’ families should be elimi- 
nated. 

5. The advisability of maintaining a Na- 
tional Youth Administration conducted as a 
relief program is questionable. The NYA 
money might better have been spent for relief 
of families, while the emphasis in the youth 
program should be placed on enlarging the 
facilities of institutions already established, 
particularly schools. 


Mrs. Lane has been a social worker 
for many years and brings to the public 
assistance field a background of exper- 
ience obtained originally from family, 
child welfare, and relief agencies in Wis- 
consin. Whether or not the reader 
agrees with all of her opinions, it is re- 
freshing to have an experienced staff 
member focus her attention upon the 
problems and methods of the WPA. 

HELEN I. CLARKE 
Madison, Wisconsin 
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® Elinor D. Gregg, director of nursing 
of the United States Indian Service, has 
resigned, effective January 1, 1939. Miss 
Gregg went to the Office of Indian Af- 
fairs as supervisor of field nurses and 
field matrons in August 1924 after near- 
ly two years on the Rosebud and Pine- 
ridge reservations as a Red Cross nurse. 
Miss Gregg was one of three public 
health nurses selected by Elizabeth Fox 
to do an intensive piece of experimental 
study and service at the request of the 
Commissioner of Indian Affairs. 

By 1924 the health work for the 
Indian Service became a matter of con- 
cern to the Congress and has received 
large additional appropriations so that 
during the past 14 years the number of 
nurses has increased 600 percent. Un- 
trained personnel have disappeared. And 
young Indian women have been encour- 
aged to study nursing in the best schools 
of nursing. 

That Miss Gregg’s title was changed 
from superintendent of nurses to direc- 
tor of nursing indicates a change in atti- 
tude toward the administrative responsi- 
bilities of the nurse in charge of develop- 
ing the kind of nursing care that has 
proven acceptable to the Indians. The 
management of nursing personnel is in- 
cidental to the broader scope of nursing 
service. 

The best wishes of all public health 
nurses go with Miss Gregg. Congratula- 
tions on a job well done! 


® Edith M. Soule, director of the Divi- 
sion of Public Health Nursing of the 
Maine Department of Health and Wel- 
fare, was presented with a Life Member- 
ship in the National Organization for 
Public Health Nursing on November 3, 
1938, by a group of friends—nurses, 
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doctors, and social workers—as a token 
of appreciation of her outstanding work 
in the field of nursing in Maine. Miss 
Soule was one of the pioneers of nursing 
in the state. She was an organizer and 
charter member of the Maine State 
Nurses’ Association, and has been its 
president for several years. Under her 
leadership, the public health nursing 
service in the state has grown from a 
staff of one nurse (herself) to a staff of 
25 nurses. She was the prime mover in 
getting a nurse practice act in Maine 
and also sponsored the State Credential 
Committee for Public Health Nursing, 
of which she has been chairman for many 
years. She was one of the earliest nurses 
to enroll in the American Red Cross, her 
number being 76. 


® The National Council of Parent Edu- 
cation will hold its biennial conference 
on February 21-23 in Detroit, Mich. 
February 23 will be a day of joint ses- 
sions with the Progressive Education 
Association, which begins its annual 
meeting in Detroit on that day. Regis- 
trants at the Council’s meetings (fee, $2) 
will be admitted to all the meetings of 
the Progressive Education Association 
without additional registration. 


® The sixty-eighth annual meeting of the 
American Public Health Association will 
be held in Pittsburgh, Pa. The date will 
be announced later. 


* At the annual meeting of the Ten- 
nessee State Nurses’ Association in 
Knoxville, October 9-12, 1938, the Pub- 
lic Health Nursing Section was dissolved 
and a State Organization for Public 
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Health Nursing was formed. (See Offi- 
cial Directory of Public Health Nurses, 
page 64, for the list of officers.) 


© The sessions of the thirty-first annual 
meeting of the American Home Eco- 
nomics Association at Pittsburgh, Pa., 
June 28 to July 1, 1938, were covered 
for the N.O.P.H.N. by Mary Jane At- 
kinson and Dorothy Davidson, nutrition- 
ists on the staff of The Public Health 
Nursing Association of Pittsburgh. The 
programs emphasized the responsibility 
of the public health worker for putting 
the new developments in nutrition re- 
search before the public in practical 
terms. Attention was focused on the 
need for adequately trained nutrition- 
ists on the staffs of both social welfare 
and public health agencies in order to 
keep the entire staff well informed and 
up to date in the science of nutrition and 
to offer consultation service to both staff 
members and families whenever budget- 
ing or nutrition difficulties arise. 


® The Sixteenth Annual Meeting of The 
American Orthopsychiatric Association, 
an organization for the study and treat- 
ment of behavior and its disorders, will 
be held at the Commodore Hotel, Lex- 
ington Avenue and 42 Street, New York 
City, on February 23, 24, and 25, 1939. 
For information write to Dr. Norvelle C. 
LaMar, Secretary, 149 East 73 Street, 
New York, N. Y. 


® The United States Public Health Ser- 
vice has arranged to give consultation 
service to state and community public 
health nursing associations for the edu- 
cation of their staffs in regard to the 
prevention and control of syphilis. Or- 
ganizations wishing to avail themselves 
of this free service may send their re- 
quests to Assistant Surgeon General 
R. A. Vonderlehr, U. S. Public Health 
Service, Washington, D. C. 
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® On November 16 in the State of Louisi- 
ana, the public health nurses convened 
and organized a State Organization for 
Public Health Nursing. (See Official 
Directory of Public Health Nurses, page 
62, for the list of officers.) 


® Olive Baggallay, an English nurse who 
is known to many nurses in this coun- 
try since she spent a period of study in 
the United States in 1924, has recently 
received the Bachelor of Laws Degree 
from the University of London. In an 
interview reported by The Nursing 
Times, the official organ of The College 
of Nursing, London, Miss Baggallay is 
quoted as saying that her knowledge of 
law will be useful to her because “the 
nurse’s duties in public health work are 
tied up with laws of public health ad- 
ministration and with sanitary laws.” 
Miss Baggallay is a graduate of St. 
Thomas’ Hospital and after special 
preparation and experience in public 
health work and midwifery she became 
tutor to public health students at Bed- 
ford College. She contributed an article 
to this magazine in 1937, “Welcome to 
England!” (July issue.) 


® The fifteenth annual report of diph- 
theria mortality in 93 large cities in the 
United States based on statistics ob- 
tained from local health officers is pub- 
lished in The Journal of the American 
Medical Association for August 6. The 
cities in the Middle Atlantic states, 18 
in number, have the lowest mortality 
rate of any group of cities. The death 
rate for the entire group of cities 
dropped from 1.51 per hundred thou- 
sand population in 1936 to 1.46 in 1937. 
There were 20 cities having no deaths 
from diphtheria. The report states that 
“There seems . . . to be some increase 
in death rates which cannot be wholly 
attributed to the lack of intensive im- 
munization program.” It goes on to 
comment: “On the whole, however, it is 
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only fair to state that there is evidence 
that the preventive program so exten- 
sively instituted throughout the country 
is resulting in a lower death rate from 
diphtheria.” 


® Indiana’s plan for health education 
and preventive medicine, which was pre- 
sented to the American Medical Associa- 
tion for approval at its 1938 meeting in 
San Francisco, emphasizes the leader- 
ship of organized medicine in a public 
health program, and the importance of 
preventive medicine as a part of private 
practice. It is significant that the func- 
tions of the nurse in the health program 
are recognized by specific mention in 
several places, including: the nursing 
care of pneumonia in the home; nursing 
assistance at home deliveries; a “county 
public health nursing program” for ma- 
ternal and child health “under medical 
advisory committees of local counties”; 
the finding of cases of crippled children 
by the nurse. Under the tuberculosis 
program, the “codperation with anti- 
tuberculosis associations and_ public 
health nursing organizations” is listed. 

The plan includes a comprehensive 
program for the prevention and control 
of syphilis, pneumonia, diphtheria, 
smallpox, and tuberculosis; for maternal 
and child health; for the care of the 
crippled child and the prevention of 
crippling conditions; for the prevention 
of highway accidents; for the conserva- 
tion of eyesight; for the prevention and 
treatment of heart disease; and for the 
prevention and treatment of occupa- 
tional diseases. 

The outline of the program is pub- 
lished in The Journal of the American 
Medical Association, July 2, 1938, pp. 
49-51. 


* According to its custom of building its 
statewide staff education program about 
one topic, the Minnesota State Depart- 
ment of Health is planning to follow its 
program on mental hygiene (see page 
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34) by a series of discussion meetings 
during 1938-1939 on “The Physically 
Handicapped Individual.” Speakers 
will discuss the problem from the stand- 
points of medical care, public health 
nursing service, rehabilitation, and re- 
education. 


® The appointment of Dr. J. Warren 
Bell as medical director of the National 
Society for the Prevention of Blindness 
has been announced by Lewis H. Carris, 
managing director of the Society. Dr. 
Bell holds the degrees of Doctor of Phi- 
losophy and Doctor of Medicine from the 
University of Minnesota. He was for- 
merly director of maternal and child 
health in the state of Nebraska; before 
that he was director of the Division of 
Maternal and Child Health in Cattarau- 
gus County, New York State. 


® State departments of health are meet- 
ing the growing sanitary problems 
arising from the increased use of trail- 
ers by new regulations governing the 
sanitation of trailer coaches. The Con- 
necticut State Department of Health 
adopted regulations which became ef- 
fective in October 1937. Trailer coaches 
are to be equipped with fly-tight, leak- 
proof toilet receptacles, and coaches 
equipped with flush toilets are to be 
provided with suitable and adequate 
underneath holding tanks. Wastes are 
to be disposed of in a public or camp 
sewerage system, a septic or chemical 
tank, or a cesspool. In isolated com- 
munities wastes can be buried under at 
least six inches of soil. Disposal of 
wastes within 250 feet of any source of 
public drinking supply and within 50 
feet of any body of water is prohibited, 
and the cleansing of receptacles for 
wastes or excreta in any lake, pond, or 
stream is forbidden. Camps offering 
free or rental space to trailers must pro- 
vide sanitary facilities approved by the 
local health officer. 


(Continued on page 66) 
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Readers Say... 


HIS COLUMN is intended to serve as a forum for the expression of reader 

opinion. Only signed letters will be published, although the signature will not 
be used except with the writer’s permission. The National Organization for Public 
Health Nursing is not responsible for opinions expressed on this page. 


TEACHING IN THE HOME 


In reading over this month’s narrative re- 
ports from the nurses I found this, to me, very 
interesting item. It is taken from the report 
of Ruby Revere, County Health Nurse, 
LaPlata, Charles County, Maryland: 

“One bit of encouragement has come out of 
my efforts. Lucile is only eleven, but eager 
to learn new things. I felt sure she could 
carry out instructions and when I returned to 
the home later I found my guess was correct. 

“Lucile and I went into her mother’s kitchen 
and looked through the meager supplies until 
we found each article needed to prepare the 
baby’s formula. I explained how each article 
should be used, why it was necessary, how to 
prepare it for use, and where to keep it. Later, 
I returned to the home. Entering I found 
Lucile, eyes beaming, standing behind a table 
lifting a white cloth from a tray on which was 
each article carefully prepared, according to 
instructions. 

“Tt was difficult to tell which experienced 
more pleasure in the achievement. Anyhow, 
her face glowed with delight as she received 
my words of praise.” 

CATHERINE Cortey, R.N. 
Nurse Instructor 

State Department of Health 
Baltimore, Maryland 


HONOR ROLL CERTIFICATE 


I am returning the Honor Roll Certificate 
since it has been listed with the name of the 
nurse and not the service. The name of the 
service is Newton County Health Unit, Jasper, 
Arkansas. There are no other nurses working 
in this county and I am under the direction of 
a medical director in the adjoining county 
twenty-one miles away—plus gravel roads. 
They are planning to have pictures of the 
county and the Diamond Cave at the fair next 
year at New York, so perhaps you will be 
able to see where you’ve sent an Honor Roll 
Certificate. It came in on a truck, as we have 
no railroads. 

Etsa M. JuHRE 
Jasper, Arkansas 
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THE STAFF NURSES SAY— 


Enclosed is a compilation of comments re- 
ceived from our staff nurses in regard to 
HeattH Nursinc. We hope these will 
be of some value and interest. 

HE EN V. Stevens, R.N. 
Director, The Public Health Nursing 
Association of Pittsburgh, Pennsylvania 


The majority of the nurses are satisfied with 
the magazine as published; others say the 
articles are too long and would like more arti- 
cles written by field nurses. Several nurses 
would like more articles on child psychology 
and sex education of children. 

The material in the magazine is very helpful 
in our staff education programs. One confer- 
ence a month is given for a review of new 
material in the magazine. The series of articles 
on staff education and supervision was appre- 
ciated by the supervisor and her assistants. 
Such a series on staff conferences would be 
helpful. 

The nurses would like to hear more from the 
staff nurse. 

Could the magazine be put out in the same 
size as magazines such as The Reader’s Digest? 
It could be more easily read in spare minutes 
if it were smaller in size. 

I am especially interested in book reviews. 

I enjoy reading the actual experiences of 
other nurses. 


Suggestions of things the staff would like in 
the magazine: 


More articles with a mental hygiene ap- 
proach. 


A consideration of the new suburban type 
of rural community; also the rural industrial 
areas. 


School nursing techniques. 


More of the “Miss Carling” type of school 
nursing articles—particularly good for new 
committees, teachers, and new services. 


New nursing techniques. 
More articles on tuberculosis. 


Official Directory of Public Health Nurses 


Listing those holding executive positions in the Federal Government, in national 
organizations, and in states and territories, officers of state organizations for 
public health nursing and public health nursing sections of state 
nurses’ associations, and directors of public health nursing courses 


Information as of December 1, 1938, unless otherwise stated. 


The National Organization 
for Public Health Nursing, Inc. 


President, Grace Ross, City Department of 
Health, 3919 John R Street, Detroit, Mich. 

General Director, Dorothy Deming, 50 West 
50 Street, New York, N. Y. 


American Red Cross, Nursing Service 


National Director, Mary Beard, American 
Red Cross, National Headquarters, Wash- 
ington, D. C 

Assistant Director, Virginia Dunbar, Amer- 
ican Red Cross, National Headquarters, 
Washington, D. C. 

Assistant Director, Helen Dunn, American 
Red Cross, National Headquarters, Wash- 
ington, D. C. 

Assistant to National Director, Annabelle 
Petersen, Enrollment, American Red 
Cross, National Headquarters, Washing- 
ton, D. C. 

Assistant to National Director, Margaret 
Dizney, Home Hygiene and Care of the 
Sick, American Red Cross, National Head- 
quarters, Washington, D. C. 


Eastern Area 
(All to be addressed at American Red Cross, 
National Headquarters, Washington, D.C.) 


Director (Vacant) 


Assistants to the Director: 


Mary DeLaskey—Delaware, District of 
Columbia, Maryland, New Jersey, Penn- 
sylvania. 

Marie Peterson—Connecticut, New Hamp- 
shire, New York, Maine, Vermont. 

Eugenia Klinefelter—Alabama, Kentucky, 
Louisiana, Massachusetts, Mississippi, 
North Carolina, Rhode Island, South 
Carolina, Tennessee. 

(Vacant)—Florida, Georgia, Indiana, 

Ohio, Virginia, West Virginia. 


Nursing Field Representatives: 

Bertha Allwardt—New York. 

Zella Bryant—Kentucky, Louisiana, Mis- 
sissippi, Tennessee. 

Miriam Dailey—Indiana, Ohio, Virginia, 
West Virginia. 

Alice Dugger—Alabama, Florida, Georgia, 
North Carolina, South Carolina. 

Elizabeth Hill—Delaware, 
Pennsylvania. 

Mary E. Beaam—New Jersey. 


Maryland, 


Frances Crouch—Massachusetts, Rhode 
Island, Vermont. 
Hazel V. Dudley—Connecticut. 


Cecelia Walsh—Maine, New Hampshire. 


Midwestern Area 
(All to be addressed at American Red Cross, 
1709 Washington Avenue, St. Louis, Mo.) 
Director, Lona L. Trott. 
Assistants to the Director: 
Ella B. Gimmestad. 
Thora Ingebritson. 


Nursing Field Representatives: 
Rebecca Pond—Illinois, Michigan, Minne- 
sota, Wisconsin. 


Rose Schladweiler—Missouri, Kansas, 
Texas. 
Beatrice Kinney—Iowa, Montana, Ne- 


braska, North Dakota, South Dakota, 
Wyoming. 

Mrs. Lorena Hendrick Lawrence—Okla- 
homa, Colorado, New Mexico, Arkan- 
sas. 


Pacific Area 
(All to be addressed at American Red Cross, 
Civic Auditorium, Larkin and Grove Streets, 
San Francisco, Calif.) 
Director, Gladyce L. Badger. 
Assistant Director, Myrtis Coltharp—Ari- 
zona, California. 
Nursing Field Representative, Helen Peters— 
Idaho, Nevada, Oregon, Utah, Washington. 


National Association of Colored 
Graduate Nurses, Inc. 
President, Mrs. Estelle M. Riddle, 672 Euclid 
Avenue, Akron, Ohio. 
Executive Secretary, Mabel K. Staupers, 50 
West 50 Street, New York, N. Y. 


U. S. Department of the Interior 
Bureau of Indian Affairs 


Director of Nursing, (Vacant), Office 
of Indian Affairs, Department of the In- 
terior, Washington, D. C. 

Associate Public Health Nursing Consultant, 
Rosalie I. Peterson, Office of Indian 
Affairs, Department of the Interior, Wash- 
ington, D. C. 

District Supervisory Nurses: 

Mary E. McKay, Office of Indian Affairs, 
co of the Interior, Washington, 
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Mabel L. Morgan, 161 Federal 
Building, Minneapolis, Minn. 

N. Helen Phelps, 410 West Gold Street, 
Albuquerque, N. Mex. 

Bertha M. Tiber, Juneau, Alaska. 


Office 


U. S. Department of Labor 
Children’s Bureau, Public Health Nursing 
Unit—Director of Public Health Nursing, 
Naomi Deutsch, Children’s Bureau, De- 
partment of Labor, Washington, D. C. 


Regional Public Health Nursing Consultants 
and Territory 
(To be addressed at Children’s Bureau, De- 
partment of Labor, Washington, D. C.) 


Hortense Hilbert—Maine, New Hampshire, 
Vermont, Massachusetts, New York, Con- 
necticut, Rhode Island, Pennsylvania, New 
Jersey. 
Ruth MHeintzelman—Maryland, Delaware, 
i Virginia, West Virginia, North Carolina, 
: South Carolina, Georgia, Florida, District 
of Columbia. 
Jane Nicholson—lIllinois, Indiana, Ohio, 
Iowa, Michigan, Minnesota, Wisconsin, 
North Dakota, South Dakota, Nebraska. 
Ruth Cushman, Room 1048, 210 Baronne 
Street, New Orleans, La.—Kentucky, Ten- 


nessee, Alabama, Louisiana, Arkansas, 
Mississippi, Oklahoma, Texas, Kansas, 
Missouri. 


Ruth Taylor, Room 1206, 785 Market Street, 
San Francisco, Calif—Arizona, New Mex- 
ico, Colorado, Montana, Wyoming, Idaho, 
Nevada, California, Oregon, Washington, 
Utah, Territories of Alaska and Hawaii. 


U. S. Department of the Treasury 


Bureau of the Public Health Service, Public 
Health Nursing Service 


Senior Public Health Nursing Consultant,® 


\ Pearl McIver, Public Health Nursing 
Section, Domestic Quarantine Division, 
Washington, D. C. 

Public Health Nursing Consultant, Helen 
Bean, Public Health Nursing Section, 
Domestic Quarantine Division, Wash- 
ington, D. C. (On leave of absence.) 


Regional Public Health Nursing Consultants 
and Territory 


Mary D. Forbes, Sub-Treasury Building, 
Wall, Pine, and Nassau Streets, New York, 
N. Y.—Maine, New Hampshire, Vermont, 
Massachusetts, Connecticut, Rhode Island, 
New York, New Jersey, Pennsylvania. 

Mary J. Dunn, Navy Building, Nineteenth 
and Constitution Avenue, Washington, 
D. C.—Delaware, Maryland, West Vir- 
ginia, Virginia, North Carolina, 


Carolina, Georgia, Florida, District of 
Columbia. 
F. Ruth Kahl, Room 314, U. S. Court House, 
Illinois, 


Chicago, Ill—Ohio, Indiana, 


South . 
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Michigan, Wisconsin, Iowa, Minnesota, 
Nebraska, North Dakota, South Dakota. 

Donna Pearce, Room 302, U. S. Marine Hos- 
pital, New Orleans, La.—Alabama, Missis- 
sippi, Louisiana, Tennessee, Kentucky, 
Missouri, Arkansas, Oklahoma, Kansas, 
Texas. 

Anna Heisler, Room 204, Federal Office 
Building, San Francisco, Calif —California, 
Oregon, Washington, Idahd, Nevada, 
Utah, Montana, Wyoming, Colorado, New 
Mexico, Arizona. 


U.S. Veterans’ Administration 
Veterans’ Administration Nursing Service 
Superintendent of Nurses, Mrs. Mary A. 
Hickey, Veterans’ Administration, Wash- 
ington, D. C. 


ALABAMA 
Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Maud Pick, 


State Board of Health, Mcntgomery. Secretary, 
Marion Ferrill, Department of Health, Bir- 
mingham, 


State Nurses’ Association Paid Executive—Anne 
Beddow, 1601 North Twenty-fifth Street, Bir- 
mingham. 


ARIZONA 
Section on Public Health Nursing oi State 


Nurses’ Association—Chairman, Florence Laird, 
marenge Health Service, Phoenix. Vice-Chair- 
man, Louise Brown, Cochise County Health 
Service, Willcox. Secretary, Mrs. Katherine 
Vivian, 3323 North Central Avenue, Phoenix. 

State Board of Health—Florence Stein, Chief 
Public Health Nursing Consultant, Division of 
Local Health Work, Phoenix. 


ARKANSAS 


State Organization for Public Health Nursing— 
President, Matie Neely, State Board of Health, 
Little Rock. Secretary, Angie Faye Waldrum, 
State Board of Health, Little Rock. Treasurer, 
Opal Matthews, Fayetteville. Chairman Mem- 
— Committee, Hazelle Shelton, Russell- 
ville. 

State Board of Health—Margaret Vaughan, Su- 

rvisor of Public Health Nursing, Bureau of 
.ocal Health Service, Little Rock. (On leave 
of absence). 


CALIFORNIA 


State Organization for Public Health Nursing— 
President, Ruth W. Hay, University of Cali- 
fornia, Berkeley. Secretary, Inalane M. Snow, 
1636 Bush Street, San Francisco. Treasurer, 
Janet Roush, 726 North Tuxedo Street, 
Stockton. 

State Department of Public Health—Rena Haig, 
Chief, Public Health Nursing Service, 5 
State Building, San Francisco. 

ifornia Tuberculosis Association—Irene Carl- 
son, 45 Second Street, San Francisco. Violet 
Eleazarian, 45 Second Street, San Francisco. 
Beatrice Woodward, 45 Second Street, San 
Francisco. 

State Nurses’ Association Paid Executive—Har- 
riott L. P. Friend, Director at Headquarters, 
Room 309, 609 Sutter Street, San Francisco. 


COLORADO 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Florence Bese- 
man, Albany, Minnesota. Vice-Chairman, Mrs. 
Anita Russell, 302 Barth Block, Denver, Sec- 


retary, Mary Robinson, 209 Lincoln Street, 
Sterling. 


et 
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State Division of Health—Ruth Phillips, Direc- 
tor, Division of Public Health Nursing, 424 
State Office moe Denver. 

Colorado Tuberculos' Association — Mrs. L. 
Louise Gahagen, 305 ; Barth Building, Denver. 
State Nurses’ Associa’ Paid Executive—Irene 

Murchison, 621 Majestic Building, Denver. 


CONNECTICUT 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Dorris Weber, 
35 Elm Street, New Haven. Vice-Chairman, A. 
Elizabeth Bigelow, 69 East Main Street, Meri- 
den. Secretary, Alice Lawton, 26 Atwood 

tate Department th—Haze udley, 
Director, Bureau of Public Health Nursing, 
Building, Hartford. 


State N ’ Association Paid Executive—Mar- 
aret K. K. Stack, Room 512, 252 Asylum Street, 
flartiord. 
DELAWARE 


Section on Public Health Nursing of State 
Graduate Nurses’ Association—Chairman, Mar- 
aret M. Butler, 2705 Boulevard, Wilmington. 
Jice-Chairman, Louise Spruance, 44 State 
Street, Dover. Secretary, Mary Klase, Dover, 

State Board of Health—Mrs. Kathryn Trent, Di- 
rector, Public Health Nursing, Dover. 


DISTRICT OF COLUMBIA 


Public Health Section of the Graduate Nurses’ 
Association—Acting Chairman, Marion Fergu- 
son, 2514 QO Street, Northwest, Washington. 

District of Columbia Health Department—Mrs. 
o— Prescott, Director, Bureau of Public 

ealth Nursing, Washington. 

District Nurses’ Association Paid Executive— 
Emily Kleb, 1746 K Street, Northwest, Wash- 
ington. 


FLORIDA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Cynthia May 
Mabbette, State Board of Health, Fort Myers. 
Vice-Chairman, Norma Diaz, Monroe County 
Health Department, Key West. Secretary, 

rs. Lydia C. Holscheiter, State Board of 
Health, ‘Sew Port Rickey. 

State Board of Health—Ruth Mettinger, Direc- 
tor, Bureau of Public Health Nursing, Jack- 
sonville. 


GEORGIA 
State Organization for Public Health Nursing— 


President, Nell Johnson, Rome. Secre 


tary, Caroline baby ag Lanier Hotel, Ma- 
con. Treasurer, Mary Juhstino, Bibb County 
Health Department, Raioen. Chairman Mem- 
bership Committee, Betty ee, Savan- 
nah Health Center, Savanna 

State Department of Public ‘Health—Mrs. Abbie 
Roberts Weaver, Director, Division of Public 
Health Nursing, State Capitol, Atlanta. 

State Nurses’ Paid Executive—Dur- 
yo Dickerson, 131 Forrest Avenue, Northeast, 

tlanta. 


IDAHO 


State Department of Health—Mrs. Rathege Mc- 
Cabe, State Advisory. Nurse, Boise. 

Idaho Anti-Tuberculosis 
Thomas, P. O. Box 1703, Boise. 


ILLINOIS 


Section on Public Health Nursing of State 
-Nurses’ Association—Chairman, Mabel McClen- 
ahan, 709 Cowles Avenue, Joliet. Vice-Chair- 
man, Ruth Ostrom, 1310 Seventeenth Street, 
Moline. Secretary, Hester Nicoles, 307 North 
Raynor, Joliet. 

State Department of Public Health—Maude Car- 
son, Chief Supervising Nurse, Division of Child 
Hygiene, Springfi eld. 


State Nurses’ tion Paid Executive— 


Madeleine McConnell, 8 South Michigan Ave- 
nue, Chicago. 


INDIANA 


Section on Public Health “go 4 of State 
Nurses’ p Beth Olmstead, 
1010 East Eighth Street, Muncie. Vice-Chair- 
man, Marcella Wertner, Laporte. Secretary, 
_— Douglass, 1219 Blaine Avenue, South 

end. 

State Board of Health—Eva MacDougall, Chief, 
of Public Health Indianapolis. 

Nurses’ ssociation Executive— 

Teal, 1125 Circle Indianapolis. 


IOWA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, rs. Carolyn 
Carlson, 420 Monoma, Boone. Vice-Chairman, 
Naomi Lorenz, 752 Wilson Avenue, Dubuque. 
Secretary, Corda Voris, 1905 Grand Avenue, 
Des Moines. 

State Department of Health—Edith S. Country- 
man, Director, Division of Public Health Nurs- 
ing, Des Moines. 

Iowa Tuberculosis Association—Marguerite Pfef- 
fer, 610 Flynn Building, Des Moines. 


KANSAS 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Nellie Jewell, 
408 Back Bay Boulevard, Wichita. Secretary, 
Mrs. Mildred L. Martin, 3063 North Twelfth 
Street, Kansas City. 

State Board of Health—Mary E. McAuliffe, Su- 
pervisor, Poblic Health Nursing, Division of 
Child Hygiene, Capitol Building, Topeka. 

Kansas Tuberculosis and Health Association— 
Velma G. Long, 824 Kansas Avenue, Topeka. 


KENTUCKY 


State Organization for Public Health Nursing— 
President, Mrs. Carabelle King Hunt, 2533 
Clarendon Avenue, Louisville. Secretary, 
Josephine Meyers, 357 Taylor Avenue, Bellevue. 
Treasurer, Mrs. Lucille Fentress, Muhlenberg 
County, Greenville. 

State Department of Health—Margaret L. East, 
Director, Bureau of Public Health Nursing, 
Louisville. 

State Nurses’ Association Paid Executive—Mrs. 
pao Applegate, 604 South Third Street, 

ouisville. 


LOUISIANA 


State Organization for Public Health Nursing— 
President, Emma Maurin, 313 Civil Courts 
Building, New Orleans. Secretary, Mrs. Lois 
Grey, 205 Lazarre Street, West Monroe. Treas- 
we Judith Wallen, Canal Bank Building, New 

rieans. 

State Department of Health—Emma Maurin, Di- 
rector, Division of Public Health Nursing, 
—— of Parish Healta Administration, New 

rleans. 


MAINE 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Lucy Barker, 
Main Street, Belfast. Vice-Chairman, Grace 
A. Lawrence, Warren. Secretary-Treasurer, 
Gwendolyn Hardy, P. O. Box 373, Lewiston. 

State Department of Health and Welfare—Edith 
L. Soule, Director, Division of Public Health 
Nursing, Augusta. 

Maine Public Health Association—Theresa R. 
Anderson, 256 Water Street, Augusta. 


MARYLAND 


State Organization for Public Health Nursing— 
President, Bessie L. Maston, 1522 Park Ave- 
nue, Baltimore. Secretary, Lillian Hiss, 2017 
Bolton Street, Baltimore. Treasurer, Irene M. 
Duffy, 1601 Bolton Street, Baltimore. Chair- 
man Membership Committee, Eleanor M. Im- 
mler, 31 South Calvert Street, Baltimore. 
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tate Saperenen of Health—Catherine Corley 
2 nstructor, Division ot Maternal an 
Child Health, Baltimore. 
State Nurses’ Association Paid Executive—Mrs. 
Blanche G. Powell, 1217 Cathedral Street, Bal- 
timore. 


MASSACHUSETTS 


: Massachusetts Organization for Public Health 

q Nursing—President, Mrs. John Seaman, 31 La- 
fayette Street, Fairhaven. Secretary, Mrs. 
Thomas Worcester, 205 Putnam Street, Wal- 
tham. Treasurer, Ethel V. Inglis, 197 Claren- 
don Street, Boston. Chairman Membership 
Committee, Gertrude W. Peabody, 250 Beacon 
Street, Boston. 

State Department of Public Health — (Vacant) 
Chief Consultant, Public Health Nursing, Divi- 
sion of Child Hygiene, State House, Boston, 

State Nurses’ Association Paid Executive — 
Helen G. Lee, 420 Boylston Street, Boston. 


MICHIGAN 


State Organization for Public Health Nursing— 
President, Edna L. Hamilton, 660 Frederick 
Street, Detroit. Vice-President, Marguerite A. 
Wales, W. K. Kellogg Foundation, Battle 
Creek. Secretary, Dorothy Cooper, Charlotte. 
Treasurer, Mary Ellen Redmond, 404 King 
Street, Bay City. Chairman Membership Com- 
mittee, Mrs. Elizabeth Hoffman, Vassaar. 

State Department of Health—Helen Bean, Direc- 
tor, Bureau of Public Health Nursing, Lan- 
sing. 

Michigan Tuberculosis Association — Dorothy 
Gruette, 535 South Capitol Avenue, Lansing. 
Clarice Webb, 535 South Capitol Avenue, Lan- 
sing. Mrs. Virgil R. Hassler, 535 South Capi- 
tol Avenue, Lansing. 

State Nurses’ Association Paid Executive—Olive 
Sewell, Capitol Savings and Loan Building, 
Lansing. 


MINNESOTA 


State Organization for Public Health Nursin 
H President, Mrs. Gertrude Lyons, 6B Wilder 
i Building, St. Paul. Treasurer, Alma Horde, 
2642 University Avenue, St. Paul. Chairman 


Membership Committee, Ann Nyquist, State 
Board of Health, University of Minnesota, 
Minneapolis. 


State Department of Health—Olivia Peterson, 
Director, Division of Public Health Nursing, 
Minneapolis. 

Minnesota Public Health Association—Mabel 
Johnson, 11 West Summit Avenue, St. Paul. 
State Nurses’ Association Paid Executive—Caro- 
line Rankiellour, 2642 University Avenue, St. 


Paul. 
MISSISSIPPI 
Section on Public Health Nursing of State 


Nurses’ Association—O’Connor George, 
Board of Health, Jackson. 

State Board of Health—Mary D. Osborne, Su- 

rvisor of Public Health Nursing, Division ot 
County Health Service, Jackson. 


MISSOURI 


Section on Public Health Nursing of State 
Nurses’ Association — Chairman, Rosemary 
Phillips, 5841 Cabanne Street, St. Louis. Vice- 
Chairman, Raphael Heyburn, Independence. 
Secretary, Ella Mae Hott, State Department of 
Health, Jefferson City. 

State Board of Health—Helena A. Dunham, Di- 
rector, Public Health Nursing, Jefferson City. 


State 


State Nurses’ ia aid Executive—Mary 
E. Stebbins, 1101 Waldheim Building, Kansas 
City. 

MONTANA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Mrs. Lily Mor- 
ris, High School, Great Falls. Vice-Chairman, 
Agnes Pauline, Boulder. Secretary, Ruth 
Peffley, Court House, Great Falls. 
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State Board of Health—(Vacant) Supervisor of 
Public Health Nursing, Division of Child Hy- 
giene, Helena. 

Montana Tuberculosis Association—Mrs. Hen- 
rietta Crockett, Executive Secretary, Helena. 

State Nurses’ Association Paid Executive—Mrs. 

Hazel Jones, 937 Second Street, Havre. 


NEBRASKA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Catharine La- 
velle Gehrman, Farm Credit Administration, 
Omaha. Vice-Chairman, Ann Bracken, Hast- 
ings. Secretary, Kate Lincoln, Board of Edu- 
cation, Lincoln. 

State Department of Health—Jeanette Shafer, 
Public Health Nursing Consultant, Omaha. 

Nurses’ Association—Mrs. D. A. Foote, 626 
Electric Building, Omaha. 


NEVADA 


State Board of Health—Mrs. Christie A. Thomp- 
son, State Public Health Supervisory Nurse, 
Division of Child Hygiene, 12 Fordonia Build- 
ing, Reno. 


NEW HAMPSHIRE 


Section on Public Health Nursing of Graduate 
Nurses’ Association— Chairman, Bertha E. 
Hutchins, 83 Washington Street, Concord. Vice- 


Chairman, Marion Moynihan, 31 Franklin 
Street, Franklin. Secretary-Treasurer, Mrs. 
Mary H. Carey, Lancaster. 
State Board of Health—Mrs. Mary D. Davis, 
Director, Division of Public Health Nursing, 
Concord. 


State Board of Education—Elizabeth M. Murphy, 
Supervisor of Health, Concord. 


NEW JERSEY 


State Organization for Public Health Nursing— 
President, Nellie Ogilvie, 12 Olcott Avenue, 
Bernardsville. Corresponding Secretary, Eve- 
lyn T. Walker, 131 Pearl Street, Red Bank. 
Treasurer, Mary E. Edgecomb, Englewood 
General Hospital, Englewood. Chairman Mem- 
bership Committee, Emily Lydon, 42 Park 
Place, Newark. 

State Department of Health—Alice Boyer, Super- 
visor of Nurses, Bureau of Maternal and ild 
Health, Trenton. 

State Department of Public Instruction—Lula P. 
Dilworth, Associate in Health and Safety 
Education, 1302 Trenton Trust Company Build- 
ing, Trenton. 

State Nurses’ Association Paid Executive—Wilkie 
Hughes, 17 Academy Street, Newark. 


NEW MEXICO 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Theresa Gart- 
ner, Tucumcari. Vice-Chairman, Mrs. Blanche 
Montgomery, 


y, Education Department, Albu- 
querque Schools, Albuquerque. Secretary, 
Victoria Mayer, San Juan County Public 


Health Department, Farmington. 
State Department of Public Health—Mrs. 
nie Titsworth Warncke, 


Health Nursing, Santa Fe. 


NEW YORK 
Section on Public Health Nursing of State 


Nurses’ Association—Chairman, Jean M. Henry, 
State Department of Health, Albany. Vice- 
Chairman, Elizabeth Phillips, 40 Benedict Ave- 
nue, Tarrytown. Secretary, Beatrice Heaton, 
414 Tremont Avenue, New York. 

State Department of Health—Marion W. Sheahan, 
Director, Division of Public Health Nursing 

tate Education Department—Marie S 
State of School Wersieg, State Ed. 
ucation Building, Albany. 

State Nurses’ Association Paid Executive—Mar- 
guerite K. Jacobsen, Acting Secretary, 152 


Fan- 
Director of Public 


Washington Avenue, Albany. 
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NORTH CAROLINA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Mrs. Martha 
T. Wright, City Health Department, Charlotte. 
Vice-Chairman, Cora Beam, Shelby. Secretary, 
Annie Zachary, City Health Department, Char- 
lotte. 

State Board of Health—Josephine L. Daniel, 

Public Health Nursing Consultant, Division of 

County Health Work, Raleigh. 


NORTH DAKOTA 
Section on Public Health Nursing of State 


Nurses’ Association—Chairman, Florence E. 
Ferguson, Grafton. 

State Department of Health—Margrete Skaarup, 
Supervisor of Public Health Nursing, State 
Capitol, Bismarck. 

State Nurses’ Association Paid Executive—Mar- 
guerite B. Youngglove, Supervisor of Public 
Health Nursing, 931 Seventh Street, Bismarck. 


OHIO 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Anne Doyle, 
City Hall, Hamilton. Vice-Chairman, Mrs. 
Carrie -Lewis, Room 117, City Hall, Cleveland. 
Secretary, Retta Clark, District Nursing Asso- 
ciation, Toledo. 

State Department of Health—S. Gertrude Bush, 
Chief, Division of Public Health Nursing, 
Columbus. 

State Nurses’ Association Paid Executive—Mrs. 

. E. P. August, 50 East Broad Street, Colum 
bus. 


OKLAHOMA 


State Organization for Public Health Nursing— 
President, Bess Killaugh, clo Oklahoma Com- 
mission for Crippled Children, Oklahoma City. 
Secretary, Helen L. Richardson, 119 North 
Delaware, Tulsa. Treasurer, Jessie Younger, 
Box 921, Wewoka. 

State Department of Public Health—Laura Van 
De Mark, Director Public Health Nursing, 
Oklahoma City. 


OREGON 


State Organization for Public Health Nursing— 
President, Jeanne Gallien, 1008 Southwest Sixth 
Avenue, Portland. Secretary, Ruth Fletcher, 
205 South Church Street, Salem. Treasurer, 
Vera Wallace, 1008 Southwest Sixth Avenue, 
Portland. Chairman Membership Committee, 
ae Whitlock, 816 Oregon Building, Port- 
and. 

State Board of Health—Olive M. Whitlock, Di- 
rector, Division of Public Health Nursing, 816 
Oregon Building, Portland. 

Oregon Tuberculosis Association—Elsie Witchen, 
605 Woodlark Building, Portland. 

State Nurses’ Association Paid Executive—Mrs. 
Linnie Laird, 304 Stevens Building, Portland. 


PENNSYLVANIA 


State Organization for Public Health Nursing— 
President, Harriet F. Young, Visiting Nurse 
Association, Wilkes-Barre. Secretary, Mabel 
Bucks, 347 Spring Street, Reading. Treasurer, 
—— V. Stevens, 519 Smithfield Street, Pitts- 

urgh. 

State Department of Health—Alice M. O’Hal- 
loran, Director, Bureau of Public Health Nurs- 
ing, 

te 


tate epartment of Public Instruction—Mrs. 
Lois L. Owen, School Nursing Adviser, Harris- 


urg. 
Pennsylvania Tuberculosis Society—Frances H. 


Meyer, 311 South Juniper Street, Philadelphia. 
State Nurses’ Associa Paid . Executive— 


Esther R. Entriken, 400 North Third Street, 
Harrisburg. 


RHODE ISLAND 


State Organization for Public Health Nursin 
President, Candace Seeley, Pascoag. 


Florence E. Little, 261 County Road, Barring- 
ton, Treasurer, Margaret Fogarty, Pascoag. 
Chairman Membership Committee, Ruth C. 
Anderson, 30 Rolfe Street, Cranston. 

State Department of Health—Edith M. Budlong, 
Acting Director, Public Health Nursing, Provi- 
dence. 

State Nurses’ Association Paid Executive—Annie 
M. Earley, 381 Angell Street, Providence. 


SOUTH CAROLINA 


Committee on Public Health Nursing of State 
Nurses’ Association—Chairman, Mrs, Blanche 
Speed, Laurens. 

State Board of Health—Mrs. Ruth George, Pub- 
lic Health Nursing Consultant, Division of 
County Health Work, Columbia. . 

State Nurses’ Association Paid Executive—Nellie 
C. Cunningham, 306 Carolina Life Building, 
Columbia. 


SOUTH DAKOTA 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Rose Nelson, 
Ipswich. Vice-Chairman, Sara Andrews, Wag- 
ner. Secretary, Adeline Kline. 

State Board of Health—Mrs. Florence Walker 
Englesby, Director Public Health Nursing. 
Pierre. 


TENNESSEE 


State Organization for Public Health Nursing— 
President, Evelyn Ellingsen, Hume-Fogg High 
School, Nashville. Secretary, Margaret Den- 
ham, c'o Peabody College, Nashville. Treas- 
urer, Mrs. Margaret Johnson, City Health De- 
partment, Knoxville. 

State Department of Health—Frances F. Hagar, 
Director of Public Health Nursing, Nashville. 

State Nurses’ Association Paid Executive Nina 
age 414 Cotton States Building, Nash- 
ville. 


TEXAS 


State Organization for Public Health Nursing— 
President, Helen Le Lacheur, 700 Brazos 
Street, Austin. Secretary, Treasurer and 
Chairman Membership Committee, Mrs. Nettie 
Kirchhoff, Box 1231, Port Arthur. 

State Department of Health—Mildred Garrett, 
Supervisor of Nurses, Austin. 

Texas Tuberculosis Association—Helen 
Lacheur, 700 Brazos Street, Austin. 

State Nurses’ iation Paid Executive—A. 


Louise Dietrich, 1001 East Nevada Street, El 
Paso. 


UTAH 


State Organization for Public Health Nursing— 
President, Martha McIntire, 889 Twenty-sev- 
enth Street, Ogden. Secretary, Alice Hubbard, 
314 South Seventh Street, East, Salt Lake City. 
Treasurer, La Verna Paterson, 818 Twenty- 
fourth Street, Ogden. Chairman Membership 
Committee, Hedwig Trauba, Capitol Building, 
Salt Lake City. 

State Board of Health—Lily Hagerman, Director, 
Division of Public Health Nursing, Salt Lake 


ity. 
Utah Tuberculosis Association—Ada Taylor 
Graham, 986 Third Avenue, Salt Lake City. 


VERMONT 


Section on Public Health Nursi of State 
Nurses’ Association—Chairman, M. 
Carroll, White River Junction, 

State Department of Public Health—Nellie M. 
tae Director, Division of Public Health 

ursing, Burlington. 

Vermont Tuberculosis Association—Beda A. 
Gray, 4 Baird Street, Montpelier. Evelyn 
Seaner, Woodstock. Florence arey, Walling- 


ford. Constance E. Galaise, 348 College Street 
Burlington. 


Le 


VIRGINIA 
Section on Public Health Nursing of State 
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Nurses’ Association—Chairman, Byrd  Mce- 
Gavock, Jonesville. Vice-Chairman, Kathyrn 
Wheeler, Pulaski. Secretary, Mrs. Lurie Kirk- 
land, Health Department, Lexington. 
State Department of Health—Mary |. Mastin, 
Director, Bureau of Public Health Nursing, 
Richmond. 


State Nurses’ Association Paid Executive Mrs. 
o—_ Wetzel Faris, 3015 East Broad Street, 
ichmond. 


WASHINGTON 


State Organization for Public Health Nursing— 
President, Mrs. Stella Parrish, 8235 Fiiteenth 
Avenue, Northeast, Seattle. Secretary, Doro- 
thy Ekholm, 1729 Twelfth Avenue, ‘Seattle. 
Treasurer, Anna Carlson, Court House, Mt. 
Vernon. Chairman Membership Committee, 
Minerva Blegen, Court House, Spokane. 

State of Health—Anna R. Moore, 
State Advisory Nurse, Division of Public 
Health Nursing, Seattle. 


Nurses’ tion Paid Executive—Glee 
. Martin, 327 Cobb Building, Seattle. 
WEST VIRGINIA 
Section on Public Health Nursing of Stat- 
Nurses’ Association—Chairman, Leada Nein- 


inger, State Department of Health, Charleston. 
Vice-Chairman, Mrs. Roberta Joss, Red Cross, 
Wheeling. Secretary, Kathryn Henderson, 200 
Catherine Street, Sistersville. 

State Department of Health—Mrs. Laurene Fish- 
er, Director, Bureau of Public Health Nurs- 
ing, Charleston. 

State Nurses’ Association Paid Executive— May 
A. Maloney, 55 Capital City Bank Building, 
Charleston. 


WISCONSIN 
Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Ruth Lutz, 
Visiting Nurse Association, Oshkosh. Vice- 
Chairman. Mary Flanigan, 522 Hayes Street, 
Beloit. Secretary, Alice Dillon, Washburn. 


State Board of Health—Cornelia Van Kooy, Di- 
rector, Bureau of Public Health Nursing, State 
Capitol, Madison. 

Wisconsin Anti-Tuberculosis Association—Doris 
Kerwin, 1018 North Jefferson, Milwaukee. 

State Nurses’ Association Paid Executive—Mrs. 
C. D. Partridge, 3727. East Layton Avenue, 


Cudahy. 


WYOMING 


Wyoming Organization for Public Health Nurs- 
ing—Chairman, Valarie Rittenhouse, Univer- 
sity of Wyoming, Laramie. Secretary, Mrs. 
Hays, Rawlins. (As of December 1937). 

State Board of Health—Mrs. Ethel G. Harris, 
State Supervisor of Public Health Nursing, 
Division of Maternal and Child Health, Chey- 


AssOciation—Mrs. Bess 
Watt, Casper. Bernice M. Luse, Worland. 
TERRITORIAL POSSESSIONS 
ALASKA 
Territorial Department of Health—Mrs. Mary 


Keith Cauthorne, Advisory Maternal and Child 
Health Nurse, Juneau. 


HAWAII 


Territorial Board of Health—Mary Williams, Di- 
rector, Bureau of Public Health Nursing, Box 
3378, Honolulu. 


Nursing Department, Palama Settlement—Helen 
Chesley Peck, Director, Honolulu. 


METROPOLITAN LIFE INSURANCE 
COMPANY, NEW YORK, N. Y. 


Nursing Director and Superintendents 
Alma C. Haupt, Director of the Nursing Bureau, 
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Welfare Division, 1 Madison Avenue, New York, 


Mes. Helen C. LaMalle, Superintendent of Nursing, 
600 Stockton Street, San Francisco, Calif. 

Alice Ahern, Assistant Superintendent of Nursing, 
180 Wellington Street, Ottawa, Ontario, Canada. 

Marie L. Johnson, Assistant Director of Nursing 
Bureau, Welfare Division, 1 Madison Avenue, 
New York, 

Margaret Reid, Educ: ational Director, Welfare Di- 
vision, 1 Madison Avenue, New York, N. Y. 
Ruth C. Waterbury, Group Nursing Assistant, 
Division, Madison Avenue, New York, 


Mary Harrigan, Area Supervisor, Welfare Divi- 
sion, 1 Madison Avenue, New York, N. Y. 

Mrs. Irene McCullough, Area Supervisor, Welfare 
Division, 1 Madison Avenue, New York, 4 
Territorial Supervisors and Territory 

(AU to be addressed at 1 Madison Avenue, 

New York, N. Y.) 


Grace Anderson 
Territories. 
Henrietta Bonheyo—Southern Territory (On leave 
ot absence). 

Mrs. Evelyn Werdehoff (Acting Territorial Super- 
visor, Southern Territory) 

Margaret Leddy—Central Territory. 

Mildred Lee—New England Territory. 

Bernardine Striegel—Southwestern Territory. 


-Atlantic Coast and Metropolitan 


Acting Territorial Supervisors and Territory 


(All to be ae at 1 Madison Avenue, 
New York, N. Y.) 


Franziska Glienke 


: Great Eastern Territory. 
Albretta Hirsch- 


Great Lakes Territory. 


JOHN HANCOCK MUTUAL LIFE IN- 
SURANCE COMPANY, BOSTON, 
MASS. 


Nursing Supervisors 
Director, Sophie C. Nelson. 
Assistant Director, Agnes V. Murphy. 
Assistant to the Director, Ethel V. Inglis. | 
Assistant to the Director, Katharine E. Peirce. 


DIRECTORS OF COURSES IN PUBLIC 
HEALTH NURSING MEETING THE 
REQUIREMENTS OF THE N.O.P.H.N. 


California—Ruth W. 
vision 
Berkeley. 

District of Columbia—Mary C. Connor, Director, 
Public Health Nursing Division, School of Nurs- 
ing, Catholic University of America, Washing- 
ton. 

Massachusetts—Marjory Stimson, Assistant Pro- 
fessor of Public Health Nursing, School of 
Nursing, Simmons College, 300 The Fenway, Bos- 
ton. 


Hay, Assistant Professor, Di- 
Nursing, University of California, 


Michigan—Miss Hazel Herringshaw, Instructor in 
Public Health Nursing, Department of Public 
Health Nursing, University of Michigan, 3080 
Natural Science Building, Ann Arbor. Louise 
Knapp, Professor of Nursing, Department of 
Nursing Education, College of Liberal Arts, 
Wayne University, Detroit. 


Minnesota—Margaret G. 
artment of Preventive Medicine 
ealth, University of Minnesota, 

Missouri—A. Louise Kinney, Director of Public 
Health Nursing, St. Louis University, St. Louis, 

New York—Lillian A. Hudson, Professor of Nurs. 

ing Education, Teachers College, Columbia Uni- 
versity, New York. Ann Doyle, Director, Public 


Arnstein, Director, De- 
and Public 


Minneapolis. 


Health Nursing Course, School of Sociology and 
Social Service, Fordham University, New York. 
Di- 


Dr. Helen C. Manzer, Assistant 
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rector of Curricula in Nursing Education, New 
York University, New York. Ellen L. Buell, 
Director, aos of Public Health Nursing, 
College of edicine, University of Syracuse, 
Syracuse. 

Ohio—Marion G. Howell, Professor of Public 
Health Nursing, School of Applied Social Sci- 
ences, Western Reserve University, Cleveland. 
Dorothy Rood, Director, Public Health Nursing, 
Ohio State University, Columbus. 

Oregon—Elnora E. Thomson, Professor of Public 
Health Nursing, Department of Nursing Educa- 
tion, Medical School, University of Oregon, 
Portland. 

Pennsylvania—Clara Rue, Director, Public Health 
Nursing Course, Duquesne University, Pitts- 
burgh. Katharine Tucker, Director, Department 
of Nursing Education, School of Education, Uni- 
versity of Pennsylvania, Philadelphia. 
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Tennessee—Aurelia B. Potts, Director, Depart- 
ment of Nursing Education, George Peabody 
College for Teachers, Nashville. Lucy Gordon 
White, Assistant Professor of Public Health 
Nursing, School af Nursing, Vanderbilt Univer- 
sity, Nashville. 

Virginia—C. Viola Hahn, Director of Public Health 
Nursing Course, School of Nursing, Medical 
College of Virginia, Richmond. Frances C. 
Montgomery, Professor of Public Health Nurs- 
ing, Richmond School of Social Work and Pub- 
lic Health Nursing, College of William and Mary, 
Richmond. 3 

Washington—Mrs. Elizabeth S. Soule, Professor of 
Public Health Nursing, School of Nursing Edu- 
cation, University of Washington, Seattle. 

Territory of Hawaii—Theodora Floyd, Director of 
Public Health Nursing, University of Hawaii, 
Honolulu. 


(Continued from page 58) 


®A regulation making diphtheria im- 
munization compulsory has been passed 
by the Senate and the Chamber of Dep- 
uties of the republic of France accord- 
ing to an editorial in The Journal of the 
American Medical Association for 
August 27. Attention is called to the 
requirement of the French law that 
toxoid be administered during the second 
and third year of life in contrast to the 
medical practice in the United States of 
advocating immunization “as early as 
the eighth month and not later than the 
first year.” The American practice is 
based on the fact that the highest diph- 
theria mortality occurs in the first two 
years of life. 


© A “Ragweed-Pollen Survey in Maine 
for 1937” is reported in The New Eng- 
land Journal of Medicine for September 
22 by Dr. Charles B. Sylvester and 
O. C. Durham. The survey was made 
as a preliminary to a possible campaign 
of eradication in the state. The sum- 
mary of the report states, “Owing to the 
geographical position of the state, with 
its more or less protective boundaries 
against ragweed, Maine should be a good 
proving-ground for a concerted cam- 
paign of eradication.” Surprisingly 


enough the cities were found to have 
more atmospheric ragweed pollen than 
the country. The report suggests that 
“Air pollution by ragweed pollen is a 


menace to public health” and that its 
eradication should become a function of 
the state department of health. 


® Industrial nurses will be interested in 
securing one of the 1939 safety calendars 
prepared by the National Safety Council 
for its membership. By special arrange- 
ment with Pusric HEALTH NURSING, 
readers may secure a copy of this calen- 
dar by sending 50 cents in stamps direct 
to the Council at 20 North Wacker 
Drive, Chicago, Il. 


Stony Wold Sanatorium, an institu- 
tion in the Adirondack Mountains for 
the treatment of self-supporting girls 
and women ill with tuberculosis, has an 
Auxiliary for the Care of Nurses at Stony 
Wold, to raise funds for the treatment 
of tuberculous nurses. Any graduate 
nurse or senior student, irrespective of 
affiliation or geographical location, is 
eligible for assistance through this aux- 
iliary, provided funds can be raised to 
meet the expense of care and treatment. 
The auxiliary is at present financially 
assisting six nurses who are patients at 
Stony Wold. The scope of its work is 
limited only by the amount of money 
available for the care of these incapaci- 
tated nurses. About 400 members have 
joined this auxiliary, paying annual dues 
of $1. Funds are also raised through 
contributions of individuals and alumne 
associations. 


